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ABSTRACT 
 
 
 
Aims: The new Rural Cooperative Medical Scheme (RCMS) was introduced in China to 
address the longstanding difficulties that rural Chinese experience in accessing appropriate 
health care. Little is known, however, about the responses to the Scheme by the residents of 
rural areas, particularly older people. This absence of knowledge and understanding is 
especially acute in relation to China’s sizeable ethnic minorities who tend to live in the 
poorest and more remote parts of rural China. Accordingly, this exploratory study 
investigated the experiences of the new RCMS by elderly Miao people in a rural township 
where there is a significant concentration of older Miao people. It focused on the barriers and 
opportunities that older Miao people face in accessing health care since the introduction of the 
new RCMS.  
 
Methods: The study adopted qualitative research methods including semi-structured 
interviews, focus group discussions and participant observation. Data were collected from the 
31st of January to the 29th of April, 2008 and all data were collected from three groups of 
participants: Miao older people, public officials with a health policy implementation role and 
local public and private healthcare service providers. 
 
Findings: The results showed that older Miao participants experience poor living conditions, 
poor health, high mortality of their children and very limited access to adequate health care 
under the new RCMS. The number of qualified health professionals is limited, medical 
infrastructure and equipment, including medicines, are inadequate, and lower level health 
professionals experience poor working conditions. At the same time, unfavourable 
government treatment of private health services was manifest in the fact that patients could 
not be reimbursed through the new RCMS for private health services provided outside the 
village. At the village level most services were provided by health workers who were 
minimally trained and whose charges were very low. The villagers, including older Miao 
people, mainly relied on this provision for their healthcare needs. Similarities and differences 
in the views of public officials at different levels regarding the efficacy of the RCMS were 
examined. All of the officials thought that the new RCMS was a good scheme that would 
 
 
 
 
benefit the health of rural agricultural workers. Higher level officials believed that the 
agricultural workers should pay membership fees to belong to the new Scheme but township 
and village level officials thought that the collection of fees was a waste of time and energy.  
 
Conclusion: The most basic and obvious healthcare needs of ethnic Miao older people are a 
long way from being met by Chinese healthcare systems. Health inequalities exist between 
urban and rural Chinese, particularly among the rural Miao elderly. The health of older Miao 
people and their healthcare are closely associated with the medical services available to them. 
Older Miao people in this rural area have not obtained significant benefits from the new 
RCMS according to the views of the health professionals and managers. The limitations of the 
new RCMS in relation to older Miao people’s access to and experience of health care are also 
strongly influenced by the poorly provisioned administration of the Scheme as reported by the 
officials who participated in this study. Health system governance in China is intensely 
centralised in terms of decision-making and resourcing. There is little interaction between 
central policy-making processes of the government and local conditions and requirements. 
Further, there are no separate public sector mechanisms for implementing, supervising, 
monitoring and evaluating policy as there are in liberal democracies such as those that prevail 
in most OECD countries. Finally, while China is experiencing the development of 
organisations outside the state – NGOs – that indicate the emergence of civil society and 
avenues for community participation, these remain embryonic.   
 
Significance: The study has contributed to current knowledge and understanding of the kinds 
of social relations and practices involved in the implementation of the RCMS in rural China. 
It has potential to inform ongoing development of health policy and service processes in ways 
that will enhance the health outcomes of marginalised ethnic minorities, particularly older 
people, in such communities. 
 
Keywords: Older Miao People; Rural Health Policy; Rural Chinese, Administrative Structure; 
Rurality; Ethnicity; Ageing; the New RCMS; Ethnic Minority Older people; Chinese 
Government; Health Insurance; Healthcare Access 
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INTRODUCTION 
 
This thesis presents findings from an ethnographic study of the health and healthcare 
experiences of older Miao people in rural China.  In doing so, it locates the data 
within a wider socio-political context, with particular focus on health policy 
development and implementation.    
 
In the early 1960s, China experienced an abnormally high death toll. During the 
period 1959–1961, more than 32 million people died for a range of reasons including 
famine and internal political struggles (Lin, 1992). However with the advent of a new 
Chinese Government
1
 – the “second generation” government – under Deng Xiaoping, 
as well as subsequent governments, health and living conditions improved. In 1993, 
2006 and 2007, statistical data showed that the death rates of older people decreased 
dramatically; however, death rates of older people living in rural areas remained 
higher than those of their urban counterparts. For the 60 years since the establishment 
of the new China in 1949, the living conditions of rural elderly have continued to be 
very basic, particularly in relation to the provision of clothing, food, drinking water 
and housing (Qiao et al., 2006; Jiang, 1994).  
                                                             
1“First generation” 1949 - 1976: Mao Zedong as the central figure, with Zhou Enlai, Zhu De, Liu Shaoqi, Chen Yun, Peng 
Dehuai, later Lin Biao and the Gang of Four. These were the leaders who founded the People's Republic of China after the 
Communist victory in the Chinese Civil War. “Second generation”1976 - 1992:Deng Xiaoping as central figure, with Chen Yun, 
Hu Yaobang, Zhao Ziyang, Hua Guofeng, Ye Jianying, and Song Ping. The dominant political ideology of this era was Deng 
Xiaoping Theory. “Third generation”1992 - 2003:Jiang Zemin as central figure, with Li Peng, Zhu Rongji, Qiao Shi, and Li 
Ruihuan. The dominant official political ideology was Jiang's Three Representations. “Fourth generation” 2003 – present: Hu 
Jintao is the central figure of this era, which is expected to last until 2013. Other prominent leaders include Wu Bangguo, Wen 
Jiabao, Jia Qinglin, Zeng Qinghong and Wu Yi. The dominant political ideology of this era is Hu's Scientific Development 
Concept and the goal of a Harmonious Society. These leaders are generally seen as more populist than the previous generation. 
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Despite the advances in health and living conditions over the last twenty years, the 
Chinese Government faces challenges in achieving its goals for further improving the 
health status and health care standards of its 106 million older people (Farmer 
Newspaper Agency, 2009). Elderly Chinese – those aged 60 years and over --
comprise 20 per cent of the world's ageing population (Yuan, 2004d) and 70 per cent 
of Chinese elderly live in rural areas (Mu et al., 2003). Many of these are from diverse 
ethnic minorities. In recent years, China has prioritised health care of the elderly, but 
there are still significant gaps in provision. This is particularly the case in regard to 
ethnic groups in rural areas. 
 
The Miao people are one of 56 ethnic Chinese minorities. They are dispersed 
throughout China but there is a sizeable concentration in the rural town where this 
research was conducted. Most eke out an existence as agricultural workers. Levels of 
poverty among the Miao are high and approximately half of adults are illiterate.  
These disadvantages, not surprisingly, are reflected in significantly low levels of 
health and quality of life in the Miao community, especially for women (Chen, 1994).  
 
Rural medical and health services in China have faced major challenges since the 
1940s.  The Chinese Cooperative Medical Scheme (CMS) was established at this 
time, expanding and developing rapidly from the 1950s to the 1970s. The scheme 
underwent a significant decline in the 1980s (Center for China Cooperative Medical 
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Scheme, 2004). Its collapse was attributed to a combination of financial, political and 
management problems (Feng et al., 1995). In the 1990s, the Ministry of Health 
(MOH) commissioned a group of experts and local health organisations to examine 
the demise of the CMS and the requirements for a new medical scheme. The results 
laid the basis for the new Rural Cooperative Medical Scheme (RCMS). In October 
2002, the Central Committee of the Communist Party of China and the State Council 
announced the introduction of the new RCMS and its primary aims: to provide 
financial support for persons with severe health problems, to improve the health of the 
rural population, to reduce poverty due to illness, and to increase farmers’ satisfaction 
with health services. The new RCMS was piloted in various counties throughout 
China before the scheme was expanded across the entire country.  The township I am 
calling ‘Diandian’ in ‘Xinghua’ County (see Methodology, Chapter 4) was among 
those selected for inclusion. 
 
Since its introduction, Chinese government newspapers generally report good 
progress, with over 96 per cent of the rural population (8.32 million people) being 
covered under the Scheme by 2011. At the same time the Chinese MOH consulted the 
World Health Organization about the implementation of the Scheme and the resulting 
report identified a number of major issues (WHO Representative in China, 2004).  
One key problem was the dire state of rural health funding and services, especially in 
poverty-stricken areas such as Diandian Township.  According to the report, “at least 
100 million rural residents fall into the poverty-stricken category (their daily income 
is less than $US 1)” (WHO Representative in China 2004:13).  Yet between 1994 and 
Introduction     Page4 
 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
2008, central funding for rural health constituted only about 2 per cent of the health 
budget.   
 
The WHO noted in 2004 that increased funding was an urgent priority, and, by 2009, 
the Chinese Government had increased investment in the Scheme. The WHO also 
emphasized that, apart from financial constraints, the organisation and management of 
the Scheme posed the single greatest challenge; it strongly recommended participation 
by service users (2004, p 33). Nonetheless the views of those most affected – the rural 
residents themselves – were almost completely absent from these discussions. 
Moreover, despite recommendations in the WHO (2004) report for the establishment 
of systematic monitoring and evaluation of the new Scheme, the infrastructure 
required to do so simply did not exist.  
 
Research questions 
 
Four research questions have been derived from the review of literature (see Chapters 
2 and 3). These are:  (1) What are the health and healthcare experiences of local older 
Miao people? (2) What are their perceptions and experiences of the new RCMS? (3) 
What are the perceptions and experiences of local public officials and health 
professionals in implementing the Scheme? (4) How are the needs of constituents 
identified and addressed by the Scheme?  
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Aim and significance of the study 
 
The broad aim of the research is to explore the barriers to, and opportunities for, 
enhancing the participation of older Miao people in the local development and 
implementation of the RCMS.  This aim is informed by a sociological perspective in 
which the concepts of equity, ethnicity and rurality are central.  
 
The study is significant because there has been limited evaluation to date of the new 
RCMS and only limited exploration of the health needs of ethnic Chinese minorities 
in poor rural areas, such as the Miao in Diandian Township. No previous study has 
specifically investigated the role of the new RCMS in developing health interventions 
for older Miao people.  Accordingly, the present project contributes previously 
unavailable knowledge and understanding of the social relations and practices 
involved, and has wider implications for the effective development and 
implementation of health policy and services designed to enhance the health outcomes 
of marginalised, ethnic minorities in rural China.  
 
Organisation of the thesis 
 
Chapter 1 introduces the key terms and concepts that underpin the study’s design and 
which provide the analytical framework for its conclusions.  These are: health equity, 
rurality, ethnicity and ageing.  It provides an overview of the international literature 
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on health equity, particularly in relation to the goals of the World Health Organization 
and the role of health insurance policy. The concepts of ageing, rurality and ethnicity 
are reviewed and applied to an analysis of the circumstances of older people in China.  
 
Chapter 2 presents a detailed account of China’s New Rural Cooperative Medical 
Scheme (RCMS) and examines what is known about the health and health care status 
of older people in China.  It describes the major challenges facing the Chinese 
government in achieving UN Millenium Development Goals designed to improve 
health and healthcare among its most marginalised and impoverished people, 
especially those who are elderly. It is estimated that 0.153 billion older people live in 
China and comprise 20 per cent of the world's ageing population. The vast majority – 
70 per cent - live in rural areas.  
 
Chapter 3 reviews the current literature on disparities in the health status and 
healthcare experiences of older people in China, focusing on the significance of 
rurality and ethnicity. It first discusses these disparities in relation to inequities in 
economic resources, social welfare, healthcare provision and health status among 
older Chinese people with respect to the urban-rural divide. Based on emergent 
research into the health and healthcare experience of ethnic minorities, especially 
Miao people in China, the chapter then proposes that, while the burden of poor health 
and limited access to adequate healthcare is more likely to be concentrated in rural 
and remote areas where older people are significantly over-represented, rurality in and 
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of itself does not constitute the sole or necessarily major determining barrier to older 
people’s access to health and adequate healthcare in China. Rather, other factors, such 
as minority ethnicity, may also be significant in interaction with rurality.  
 
Chapter 4 locates the theoretical approach that informs the methods adopted in the 
study. It presents a description of the methods used to collect and analyse the data and 
the steps taken to ensure that the research was conducted in an ethical way.  To 
preserve anonymity of the study site, I have given the various locations within it 
fictitious names: the Miao township of Diandian, two counties of Taohua city, Taohua 
city, and “Dingdang” Province. In order to capture rich data, a mixed method, 
qualitative research design was adopted.  Three key groups of stakeholders – older 
Miao people, local health professionals and public officials – participated in in-depth 
individual and group interviews.  These accounts were supplemented with 
observational data.  
 
The following three chapters present findings from the investigation.  Chapter 5 
describes the health, health care and everyday lives of the older Miao participants, 
with particular focus on their first-hand experiences of the new RCMS and health care 
access.  Chapter 6 examines these phenomena from the perspective of health 
professionals employed in local state-owned and private hospitals and clinics. Chapter 
7 explores the development and implementation of the RCMS from the perspective of 
public officials involved in its administration.   
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The final chapter draws together these findings in relation to the study’s aim and 
research questions.  It summarises the significant barriers faced by the new RCMS in 
redressing longstanding inequities in healthcare access, particularly in relation to 
rurally based older people who bear the greatest burden of illness in the country. It 
concludes with a critical assessment of the extent to which these barriers may 
continue to obstruct the achievement of better health equity under the new plan for 
basic universal healthcare.  
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CHAPTER 1 
SETTING THE SCENE: HEALTH EQUITY, HEALTH 
INSURANCE POLICY AND OLDER PEOPLE  
IN CHINA 
___________________________________________________________________________ 
 
This chapter introduces the key terms and concepts that underpin the present study.  It locates 
the study population - older rural Miao people – within the wider context of health equity and 
health policy in China. 
 
Health equity 
 
Health equity “is a concept that everyone should have a fair opportunity to attain her or his 
full health potential; no one should be at a disadvantage to achieve this potential; and all 
individuals should have equal access to available care for equal need, equal utilisation for 
equal need, and equal quality of care for all”(Alexander et al., 2011, p. 570). Equity is a key 
criterion of efficiency in health service evaluation and policy development (Palmer and Short, 
2010). The World Health Organization (WHO) highlights equity in all its strategies, 
including the WHO Declaration of Alma-Ata in 1978 (Palmer and Short, 2010) and the eight 
Millennium Development Goals (MDGs), of which three deal with health (Torres and 
Mujica, 2004). All these strategies aim to increase equality in health status globally and to 
advance equitable health service delivery. Equitable access to health care has been identified 
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as central to the achievement of health equity (Harris et al., 2011). Accordingly, policy 
related to health insurance and the coverage of health care costs is a critical consideration. 
There is an extensive body of scholarly literature on health equity and its relationship to 
health policy. This is discussed further in Chapter 3. 
 
The Chinese Government has adopted three key policy responses to the achievement of 
health equity. These are: the development of a new Rural Cooperative Medical Scheme 
(RCMS), the establishment of community health centres, and commitment to the goal of 
universal basic healthcare coverage by 2020 (Ling et al., 2011). 
 
Health insurance policy 
 
In order to reduce the financial difficulties of sickness experienced by individuals, all 
developed and developing countries have established their own set of arrangements related to 
health insurance policy (Palmer and Short, 2010). These arrangements vary significantly 
from country to country. Some, such as the UK, have implemented universal health 
insurance, while some have adopted a policy of private insurance and others a combination of 
both.  
 
Universal health insurance has been discussed widely in countries as diverse as P.R. China 
(Li et al., 2011), Taiwan, China (Huang et al., 2011), Mexico (Cristina Laurell, 2011), Korea 
(Do and Eggleston, 2011), Switzerland (Rey et al., 2011), Turkey (Yasar and Ugurluoglu, 
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2011), and Thailand (Yiengprugsawan et al., 2011). The consensus of these discussions is 
that universal health insurance is the most equitable form of insurance scheme. Many 
developing and developed countries have recognised the importance of universal health 
insurance to the health of their populations and are taking action for its incremental 
realisation. China is one such country.  It  has attempted to move towards universal health 
insurance through a series of incremental health system reforms, though recent research has 
been critical of the pace at which these reforms are moving (Li et al., 2011).  
 
There is good evidence that universal health insurance provides good healthcare services 
(Light, 1999). For instance, the National Health Service (NHS) in the UK delivers most 
health care services to its people with limited out-of-pocket charges (Palmer and Short, 
2010). Similarly in Australia, Medicare and the Pharmaceutical Benefits Scheme have 
ensured that the majority of Australians can access health care and medication without 
incurring a major burden of out-of-pocket expenses (Palmer and Short, 2010). The Spanish 
National Health System is a further example of publicly subsidised health care (Alvarez and 
Barranquero, 2009). 
 
Private health insurance policy, by comparison, is generally less equitable. Private health 
insurance policy in the United States, for example, is usually tied to a particular job. Loss of 
employment is accompanied by the loss of health insurance. Moreover, sick persons need to 
pay higher insurance premiums than comparatively healthy ones, and chronically ill people 
can never have health insurance coverage at any price (Reinhardt, 1992; Simon, 2008). 
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Private health insurance is consistently used as a way of supplementing public provision, as 
in Germany. However, some scholars point out that there may be a risk of  excluding people 
with a high demand for health care and people with low income if supplementary health 
insurance policies help to decide levels of access to medical care (Uschold et al., 2005). 
 
Health insurance policy in China: The rural-urban divide 
 
There is no one health insurance policy scheme in China. Rather it is organised on the basis 
of an urban-rural divide. The main urban health insurance schemes are called Basic Medical 
Insurance for Urban Employees (BMIUE) (Lu, 2006) and Basic Medical Insurance for Urban 
Residents (BMIUR) (Chen, Y.,2009). Since 2003, rural residents have been gradually 
covered by the new Rural Cooperative Medical Scheme (RCMS). Overall, during the past 30 
years, reform of Chinese health insurance and its implementation of reform policy has been 
criticised as being too slow and inefficient (Duckett, 2001).  Rural based older people have 
not been a priority focus of attention. 
 
 
The new RCMS, established in 2002, was designed to intervene in rural older people’s 
limited access to healthcare by providing health insurance coverage. This goal has not been 
achieved, primarily because of deficiencies in the Scheme’s implementation. These 
deficiencies are significantly more marked than those that prevail in urban-based health 
insurance programs, which have been much more generously supported by government. The 
following briefly describes the urban-based health insurance schemes that operate alongside 
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the RCMS in order to shed light on how the rural-urban divide underpins the struggle faced 
by the RCMS in improving rural older people’s access to adequate health care.   
 
In most urban-based and some rural-based areas, there is complete public medical cost 
coverage for “retired veteran cadres”. These are the retired older people who participated in 
the Chinese Communist Party under the leadership of the revolutionary army, or who 
participated in the revolution in the liberated areas as full-time workers and who engaged in 
underground revolutionary work before the 30
th 
of September, 1949. These older people, who 
include members of the Central Red Army, made significant contributions to China’s 
liberation. They can obtain full reimbursement of all their medical costs from the Chinese 
Government (Gao et al., 2000). They have priority over others in terms of their access to care. 
Indeed, there are hospital wards specifically allocated for this group of older people which 
are staffed by highly skilled healthcare professionals (Davis, 1988).  
 
A further group that has extensive health insurance cover, providing more than 70-80 per cent 
reimbursement of medical and healthcare costs, is that comprised mainly of retired, urban-
based, high-ranking officials occupying the most senior advisory and executive positions, 
such as departmental heads.  This group is very generously remunerated both before and after 
retirement and accorded a range of publicly financed and exclusive benefits that renders them 
one of the most affluent groups in China. They are covered by the Basic Medical Insurance 
for Urban Employees (BMIUE) scheme (Lu, 2006) but their formal healthcare benefits are 
significantly supplemented by government cash payments for miscellaneous out-of-pocket 
health expenses. Such a provision varies from province to province but overall it confers a 
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privilege not shared by others in relation to health (Lu, 2000). Lower-level retired civil 
servants, comprised mainly of urban-based, professional and tertiary educated employees, are 
also covered by the Basic Medical Insurance for Urban Employees scheme but they do not 
share the same additional benefits enjoyed by their superiors (Davis, 1988). Most also 
purchase private health insurance to cover the gap for payment of health services not covered 
by the BMIUE scheme. Urban-based, retired working class Chinese are also members of this 
scheme (Olson, 1988).  
 
A major problem with the BMIUE scheme is that members usually have to wait for some 
considerable time to be reimbursed for their medical and healthcare costs. This wait increases 
for those at the bottom of the occupational and income “heap”. It is important to point out 
here that employers make a significant contribution to their employees’ health insurance as 
they do in the US and parts of the EU. Employers involved in industries with intensive 
manual or routine jobs usually face greater financial constraints. Their capacity to pay the 
contribution to their employees’ health insurance is determined by the financial liquidity of 
the industries they manage. In some cases where factories have closed down, their retired 
workers’ medical costs could not be reimbursed because there were no funds to pay for their 
health insurance (Kan, 2009).  
 
Until 2007, older people who never participated in the labour force, as well as young people 
(including university students) and children, were not entitled to public health insurance. The 
Chinese Government redressed this exclusionary situation by introducing  the Basic Medical 
Insurance for Urban Residents (BMIUR) scheme in some provinces on a piloted basis (Chen, 
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Y., 2009). However, compared to rural older people, urban older people are well served and 
have better health (Liu et al., 2007).  
 
Health populations and equity: ageing, rurality and ethnicity 
 
Internationally, it is evident that older people, especially those in rural areas, are among the 
most marginalised populations in terms of access to health and health care (Brannelly, 2011; 
Robinson et al., 2009). In China, this inequity is especially pronounced. There are two main 
reasons for this - the rural-urban division in relation to health insurance for older people, and 
the relationship between health inequity and ethnicity. The health of the Chinese population 
is differentiated by ethnicity (Li and Li, 2008). Therefore, the concepts of ageing, rurality and 
ethnicity are central to explaining the distribution of health in China. 
 
Ageing 
 
Ageing is a process affected by social, behavioural, physiological, morphological, cellular 
and molecular changes. Biologists define ageing as a “continuous process that starts at 
conception and continues until death” (Balcombe and Sinclair, 2001, p. 836). Various 
constructs such as “chronological age”, “biological age”, “sociological age”, and “successful 
ageing” are used in scientific discussions of ageing (Balcombe and Sinclair, 2001) but there 
remains an inexorable connection between ageing and health.  
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It is estimated that there will be 1.2 billion older people in the world by 2025, most of whom 
will live in developing countries. The increasing number of older people reflects both 
improved living conditions and health care advances.  It also carries with it greater social 
responsibilities if longevity is to be accompanied by better quality of life (Iliescu and 
Zanoschi, 2005). Studies show that older people in developed countries actively seek to take  
responsibility for their own health and seek out information about health-promoting activities 
and services (Giummarra et al., 2007).  By contrast, in developing countries like China, 
whose population is ageing while wealth continues to be unequally distributed and where 
social security systems have not been fully implemented, health awareness among older 
people is low and the Chinese Government faces a huge challenge in dealing with the coming 
“silver wave”. 
 
Rurality 
 
Rurality is a concept that has been developed to explain how living and working in rural 
settings imposes barriers in access to key social resources such as education, health care and 
other human services, as well as transport and so on (Cleland, 1995; Germov, 2009; Gregory, 
2009b; Hart et al., 2005). The concept of rurality is a relational one insofar as it signifies 
difference from urban living and working. It is intended to convey the significance of 
physical and social isolation in imposing greater barriers than those in urban settings to 
participation in mainstream economic, social and political life and the resources associated 
with this (Cleland, 1995). For example, longer travel distances to - and higher costs 
associated with – rural location impose major barriers to accessing needed health care 
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services (Geyman et al., 2001), especially specialist doctors and high-tech medical facilities. 
Further, rurality refers to the social division and inequities between urban and rural life  
(Loue and Buill, 2001). 
 
The concept of rurality is always linked in scholarly discussion with environmental, 
socioeconomic and political factors. However, it is also related to health. In Australia, for 
instance, “the burden of illness in rural and remote areas is even higher than that suggested by 
the published figures” (Gregory, 2009a, p. 49). Even oral health varies along the urban-rural 
divide, with one study in America showing significantly worse oral health among people in 
rural areas (Ahn et al., 2011).  
 
Ethnicity 
 
Ethnicity is a ubiquitous phenomenon in both developing and developed countries, past and 
present (Sollors, 1996). Despite its ubiquity, there is no unanimity in definition. In fact, in a 
survey of “definitions of ethnicity” in 1974, some social scientists and anthropologists simply 
preferred to leave the term undefined (Sollors, 1996). In 1976, Schermerhorn defined an 
ethnic group as “a collectivity within a larger society having real or putative common 
ancestry, memories of a shared historical past, and a cultural focus on one or more symbolic 
elements defined as the epitome of their people hood” (Sollors, 1996, p 370). Examples of 
such symbolic elements include: kinship patterns, physical contiguity, religious affiliation, 
language or dialect forms, tribal affiliation, nationality, phenotypal features, or any 
combination of these. Typically, such definitions focus on the basic meanings of ethnicity.  
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Anthropologist Abner Cohen, on the other hand, sees ethnicity as part of a power system:  
“One need not be a Marxist, in order to recognise the fact that the earning of livelihood, the 
struggle for a larger share of income from the economic system, including the struggle for 
housing, for higher education, and for other benefits, and similar issues constitute an 
important variable significantly related to ethnicity. Admittedly it is not the only relevant 
variable” (cited in Sollors, 1996, p. XV). From a sociological perspective, ethnicity has been 
said to refer mainly to particular social and cultural aspects that comprise what is “common” 
among people (Fozdar et al., 2009). This commonality can include skin colour, language 
spoken at home, religion, country of birth, sense of affinity and belonging to a specific 
community. Ethnicity significantly shapes group cultural expectations which in turn affect 
people’s health and wellbeing (Kreuter and McClure, 2004). 
 
Ethnicity influences health and wellbeing in several ways. First, the health of people from 
ethnic minority backgrounds is affected by cultural norms, values and practices as it is for 
people from the dominant ethnic majority (Germov, 2009). These influence people’s 
everyday life choices and practices, and consequently their health and wellbeing. Ethnicity 
also affects health through its relationship to people’s access to important economic and 
social resources such as housing, education, employment, income, healthcare, and so on 
(Gelfand and Kutzik, 1979; O'Donnell, 1991; Signal et al., 2007). In the United States, for 
example, there are significant health disparities between white and black older people with 
diabetes (Nicklett, 2011).  Similarly, a comparative study of ethnic variations in coronary 
heart disease in Scotland found that Pakistani residents had  the highest incidence rates of 
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acute myocardial infarction (AMI), while Chinese, White British and other White ethnic 
groups had the lowest rates (Bansal et al., 2011).  
 
It is well known that China is a nation with multiple cultures and ethnic minorities but there 
has been little research into the relationship between ethnicity and health and health care 
disparities. With a demonstrable and growing government commitment to health equity in 
China, it is timely to initiate such investigation in order to assist the development of health 
policy that can advance the goal of greater health equity. It is in this context that the present 
thesis explores health and health care of older Miao people under the new RCMS, a critical 
analysis of which is set out in the following chapter, with particular focus on issues of health 
equity and older people. 
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CHAPTER 2 
CHINA’S NEW RURAL COOPERATIVE 
MEDICAL SCHEME (RCMS):  
HEALTH EQUITY AND OLDER PEOPLE 
 
_____________________________________________________________________ 
 
In 2000, the World Health Organization (WHO) ranked China 188
th
 among 191 
countries in terms of the extent to which it had achieved equity and fairness in health 
financing (World Health Organization, 2000). Such an assessment did not sit well 
with the basic objectives of the socialist revolution and the establishment of the New 
China in 1949: to “liberate” the people of China by developing its productive forces, 
eliminating exploitation and social polarisation, and ultimately achieving prosperity 
for all. The promise that “everybody (would) have primary healthcare services” had 
not been realised (Ba, 2007). Indeed, access to healthcare in China is characterised by 
a significant urban-rural divide. According to a  recent survey (Guo, 2007), urban 
residents, who comprise 44 per cent of China’s population, use two thirds of total  
medical resources while rural residents, comprising 56 per cent of the population, use 
only one third. These inequities persist despite the Chinese Government’s 
introduction in 2002 of a Rural Cooperative Medical Scheme (RCMS) designed 
specifically to address them. More recently, the Government has  responded to the 
lack of progress in tackling healthcare inequity with a new plan for universal health 
insurance and access to basic medical services (Xinhua News Agency, 2009). 
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This chapter begins with a brief history of the RCMS, which was intended to provide 
health insurance for the rural majority of China’s population. The barriers faced by 
the new Scheme are analysed, with particular focus on the rural elderly who bear the 
greatest burden of illness and disability in China. Finally I consider the extent to 
which such barriers are likely to continue to obstruct the achievement of healthcare 
equity under the new universal healthcare scheme. 
 
History of the RCMS 
 
The RCMS introduced in 2002 had been preceded by another, similarly named 
scheme that began in the 1950s. By 1980, the latter covered 90 percent of villages in 
rural areas (You and Kobayashi, 2009).One of the major features of the scheme was 
the use of “barefoot doctors” (Blumenthal and Hsiao, 2005). Doctors were selected 
and trained in the county hospitals and returned to the villages after they passed the 
exams. The barefoot doctors were little different from the agricultural workers. 
Indeed, they themselves were both, treating patients who came to them and working 
their farms the rest of the time. A whole day’s work attracted maximum points for a 
barefoot doctor. At the end of the year, all workers received some cash based on their 
accumulated points and grain was distributed according to the size of the household. 
Agricultural workers were treated for minor diseases by these barefoot doctors and in 
the village clinics. They paid very little for medicine. The service provided by these 
practitioners mainly benefited poor rural agricultural workers and their families, who 
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lacked medicines and primary medical treatment and who had difficulty accessing 
hospitals (Liao and Peng, 2005). The original scheme played an important role in 
protecting Chinese rural workers’ health; so much so that the “Chinese Model” was 
identified by the WHO and the World Bank as the health care system with “the lowest 
investment having the highest health reward” (Yan et al., 2006, p 64). 
 
The original RCMS, however, experienced major challenges with the reform of rural 
economic production and management in China at the end of the 1970s. This involved 
the establishment of a system of family-contracted responsibility linking remuneration 
to output, thus significantly reducing collective economic production and 
management. The collective basis of the economy in the countryside disappeared and, 
with it, the economic foundation of the original RCMS (Yan et al., 2006). The 
collapse of the RCMS was accompanied by a combination of financial, political and 
management problems (Feng et al., 1995). 
 
With the demise of the original RCMS at the beginning of the early 1980s, China’s 
rural residents were required to pay for healthcare out of their own pockets and poor 
families experienced markedly greater difficulty in accessing essential services (Feng 
et al., 1995). Recent data suggest that health status became worse for those people 
living in rural areas. The 4th National Health Service Survey in 2008, for example, 
found that there are still significant differences in health status between rural and 
urban areas. Health status was worst in western rural areas and best in eastern urban 
areas, particularly in middle-sized cities. There is, of course, a strong relationship 
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between a country’s health status and its level of economic development,  poor health 
being associated with lower economic development (Sun et al., 2011). Although the 
net income of rural Chinese increased slowly from the 1980s, the price of healthcare 
services, medical treatment and medicines escalated much more rapidly (Babiarz et 
al., 2010). At the same time, poverty, disease and death rates in rural China also began 
to increase (Yan et al., 2006).  
 
Coverage of villages by the original RCMS declined from 90 percent in 1980 to 5 
percent in 2002 (Davis, 1988; Feng et al., 1995). Over this period, the original RCMS 
diversified. Localised models of the RCMS emerged in Shanghai, Anhui, Hubei and 
Jiangsu (Yang and Liu, 2006) but this localised response was superseded by a 
centralised approach in 2002 when a new, nationwide RCMS was announced by the 
State Council of the Central Committee of the Communist Party of China.  It had the 
explicit objective of improving rural health and, by drawing on local experience, 
aimed to reduce medical and healthcare costs for rural Chinese in disease 
management and prevention. Access to medicine and healthcare was expected to 
ensure that rural Chinese would  not be prevented from working as a result of serious 
illness and would thus avoid falling into poverty (Yan et al., 2006). The Scheme’s 
high participatory rate and the increasing total amount of reimbursement have been 
interpreted as evidence of its progress in improving agricultural workers’ health, but 
no systematic set of strategies for reducing medical costs has yet been proposed.  
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The new RCMS differed from its predecessor in several key ways. It was organised, 
led and supported by the Central Committee of the Communist Party of China. Rural 
Chinese were encouraged to participate in the Scheme by contributing to a health 
insurance fund that paid for medical and hospital services (Yang and Liu, 2006). The 
basic regional administrative unit of the plan was the county, and the major focus of 
the Scheme was the treatment and prevention of serious disease.By the end of 2007, 
2451 counties had introduced the new RCMS and 0.73 billion rural Chinese 
subscribed to it with an aggregate participation rate of 86.2 per cent (Ministry of 
Health, 2008). It was anticipated that by 2010 the new RCMS would cover almost all 
rural residents (Zhou, 2006). The new RCMS is the chief form of health insurance for 
rurally based older people. It is important to emphasise that the Scheme is not uniform 
throughout China. It varies in relation to certain design features and with respect to 
benefits for subscribers. For example, reimbursement of healthcare costs ranges from 
15-45 per cent depending on provincial location (Wang, J., 2008). 
 
Characteristics of the new RCMS 
 
As noted above, the new RCMS is organised, led and supported by the Central 
People’s Government of China. Rural Chinese can choose to participate in the 
Scheme, in which case they pay a membership fee. Funding comes from individuals’ 
fees and from subsidies from the community (village or township), local government 
and Central Government. The scheme is mainly intended to provide comprehensive 
arrangements for serious illness. As an interdependent fraternal scheme, collective 
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funds are pooled to support those who need them. Xia J. (2009) identifies key 
characteristics of the new RCMS as follows:  
 
 It strengthened the Government’s hand: the Government did not offer any financial 
support under the old RCMS. The idea of the collective was an “empty shell”, and 
rural Chinese paid for everything themselves. The new RCMS was to improve the 
funding system by collecting from individuals, with the support of the community and 
supplementary funds from the Government. 
 
 It was predominantly a comprehensive arrangement for serious illness. The old 
RCMS mostly covered outpatients, that is, the reimbursement limit did not cover 
serious illness.  The new RCMS, by contrast, was intended to meet expenses 
associated with serious illness, which would often cause rural Chinese to fall into 
poverty. Specifically, it would reimburse patients with high medical expenses thus 
greatly enhancing their level of security.  
 
 The administrative level of funding changed. Under the old RCMS funding was 
administered at the township (or village) level but at the county level under the new 
arrangement.  With more funds collected, risk is reduced.  
 
  The voluntary principle underpins the new RCMS.  This offers protection to rural 
residents, ensuring that they understand the Scheme and can manage their own 
participation. This is a measure of the Scheme’s openness, fairness and equality. 
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  The Chinese Government assumes responsibility for the Scheme’s organisation 
including coordination, administration and supervision. 
 
Structural overview 
 
Despite variations in the Scheme’s design at the level of rural implementation, the 
new RCMS is characterised by an over-arching administrative structure. The new 
RCMS comprises four sub-systems: administrative management, technical support, 
coordination and consultation (Figure 2.1). 
Within the administrative management system, overall responsibility for the RCMS 
resides at the level of the Central Government under the vice premier responsible for 
health (among other portfolios). The Ministry of Health and local government both 
fall under the aegis of the Central Government and are themselves hierarchically 
organised. For example, the provincial level health bureau oversees the city level 
health bureau’s day-to-day activities, the city level oversees the county level, and so 
on down to the village level committee whose members are chosen by villagers. The 
administrative management system is complex and there are overlapping duties within  
it. For instance, from the Central down to the county level, there are price 
administration bureaux that are responsible for all product prices including medicines. 
  
Chapter 2:China’s New Rural Cooperative Medical Scheme     Page27 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
Figure 2.1: Bureaucratic Structure of the new RCMS 
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Within the technical support system, the Ministry of Health is responsible for the 
technical support of the provincial level public hospitals, which have the 
responsibility of giving technical support to the city level public hospitals. Each level 
provides a similar kind of technical support to ones further down. Qualified health 
professionals are concentrated at the county level public hospitals and above. 
Township level public hospitals and village level public clinics generally have few 
qualified health professionals. Many so-called “GPs” who have graduated from 
nursing schools or who were trained in Chinese Traditional Medicine Clinics or as old 
“barefoot doctors” work at these levels. The private sector is not part of this technical 
support system in most places in China. 
 
The new RCMS coordination system consists of a network of provincial, city, county 
and township level committees. For example, a provincial coordination committee 
would consist of senior employed officials who are required to oversee the 
implementation of the new RCMS in the cities, counties and towns of their region. 
Similarly, a township coordination committee would consist of employed local 
officials who regulate and manage the operation of the new RCMS within their 
township. 
 
The consultation system consists of the RCMS Steering Committee of the Ministry of 
Health, the provincial level RCMS Steering Committee, the city level RCMS Steering 
Committee, and the township level RCMS Steering Committee. Each committee 
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consists of experts in different fields whose responsibility is to give advice to RCMS 
health policymakers and those who implement health policy. 
 
The administrative system 
 
The new RCMS is both a policy and a program of the State Council of China’s 
Central Government. The administrative system of the new RCMS is under the 
guidance of the Government. The Public Health Department, which is headed by the 
Coordinator, is in charge. Routine work is carried out by the office staff, and the 
medical services are provided through various levels of hospitals. Monitoring, 
evaluation and technical support are carried out by relevant staff members.     
 
The next level of administration is the province, with one Rural Health Affairs 
Administration Office located in each provincial Health Bureau. The scheme is 
further organised by city and county (or regional area), both of which accommodate 
RCMS headquarters. There are numerous cities in each province, with one RCMS 
office located in each city Health Bureau. The city often serves as a centre for many 
counties belonging to it. In each county, there are numerous towns, each of which has 
a RCMS office. The town often serves as a centre for many villages. At the individual 
village level there are no paid RCMS agencies but there are usually village leaders 
who communicate between the RCMS township office and the villagers.  
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National level 
 
The Uniting Conference of the State Council is the organisation charged with 
responsibility to correspond on behalf of the new RCMS, to undertake macro-level 
steering, to monitor the implementation of RCMS policies and to monitor and 
evaluate the pilot program.  The Ministry of Public Health is in charge of the work 
undertaken by the new RCMS. The Research Centre of the Public Health Ministry has 
overall responsibility for both management and research. The Centre’s managerial 
responsibilities include supervision, inspection and evaluation, operational guidance 
and training, information management, inquiries, complaints and inspection, 
investigation and research, reporting on promotion of the new RCMS in rural China, 
as well as scientific research, international exchanges and cooperation. The Technical 
Steering Group of the Public Health Ministry also assists with research, including 
pilot projects, for each province, as well as undertaking theoretical research and 
public health official training, and to suggest problem-solving measures related to the 
new RCMS implementation as well as to improve the new RCMS policies.   
 
Provincial and area level 
 
The provincial and area governments have Coordinator Groups. These include Public 
Health, Finance, Agriculture, Civil Administration, Reform and Development, Audits, 
Supervising Foodstuffs and Medical Materials, Traditional Chinese Medicine, and 
Helping the Poor, among others. The Office of the Coordinator Groups is located in 
the Public Health Department, and has responsibility for day-to-day work.  
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County level 
 
The new RCMS Supervisory Committee was established in county government. It 
comprises the leaders from relevant departments and townships and the deputy 
directors of the rural residents’ committees (who are also participants in the new 
RCMS). Under the Supervisory Committee, an administrative office takes charge of 
routine affairs. They assess reimbursement rates for inpatients and outpatients 
according to the Scheme’s budget and medical costs, verify applications for RCMS 
reimbursement and establish detailed criteria for reimbursement of medicines and 
medical procedures. These criteria vary in different counties. The richer counties, the 
higher the reimbursement rates are. The new RCMS encourage rural agricultural 
workers to solve their health issues closed by. The total trend of reimbursement rate is 
that rural workers can obtain more medical cost reimbursement (around 60 per cent of 
their medical cost) from their township hospitals while they get less ones if they 
approach county and higher level hospitals. The Public Health Department’s 
administrative office takes charge of the medical service. In recent years, some 
counties have moved the administration of the RCMS to China’s social security 
portfolio. 
Premium levels and reimbursement rates vary from county to county, with higher 
levels and rates in the richer counties. The new RCMS encourages rural agricultural 
workers to seek health care in their local area. Accordingly, they receive a higher 
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level of reimbursement (around 60 per cent of their medical costs) for treatment at 
their township hospitals than at county level hospitals or above. 
 
Township and village level 
 
Townships are under the jurisdiction of the counties in their management of the 
RCMS. The township government may establish a Supervisory Committee with the 
leader of the township government as the director. The committee also includes the 
leaders of the relevant departments, the directors of rural resident committees and 
their deputies.  
 
Rural town administrators are responsible for a number of tasks associated with 
implementing and managing the new RCMS. They keep records of people enrolled in 
the scheme, process applications for reimbursement of fees paid by patients, and 
consult with health professionals, village leaders, and the people themselves about 
their experience with the new RCMS.   
 
In villages, the rural residents’ committee director can become the group leader, and 
the members and the deputies of the rural residents’ committees will make up the 
Supervisory Group.  Its responsibilities include publicising the new RCMS, 
mobilising rural residents to participate in it, assisting with fee collection, and 
publishing detailed financial records. 
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According to requirements or need, a county administrative office may be established 
(or personnel dispatched), or they may commission an organisation to be in charge, to 
assist in the mobilisation of rural residents participating in the new RCMS, and also to 
assist with the collection of fees. 
 
Achievements of the new RCMS 
 
Both government and scholarly commentators have identified a number of key 
achievements of the new RCMS. In March 2010, for instance, the Minister of Public 
Health (Chen, Zhu) noted the following:  
 
At present the number of participants in the new RCMS has reached 833 million. 
The collection of new RCMS funds has reached an average of 113 CNY per capita. 
The highest reimbursement has reached six times the average income per capita of 
the local residents. In 2009, there were 759 million reimbursements from the new 
RCMS, so it is certainly having a great effect on the promotion of the health care of 
rural Chinese and preventing them falling into poverty as a result of serious diseases. 
(cited in Xia, Q., 2009) 
 
Su and Li (2009)offer the following summary of the Scheme’s main 
accomplishments: 
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 The basic structure of the new RCMS and its operational system is in place.  
The supervisory organisation, operational system, measures for collecting funds, 
methods of applying for reimbursement, and the national social security system, 
Medicaid, have been established gradually. 
 The beneficial effect of the new RCMS on rural Chinese health has gradually 
emerged. Comparing medical services usage before and after introduction of the new 
RCMS, the number of new RCMS members using medical services has increased, 
especially the number of inpatients.   
 The establishment of Medicaid alongside the new RCMS has benefited poor 
rural residents needing to consult a doctor.  
 The organisation of rural health care has improved. The equipment and 
facilities in township hospitals, as well as the level of medical services, are better than 
before.     
These developments notwithstanding, recent studies suggest that a number of 
problems remain.  
 
 
Identifying problems 
 
While the situation of elderly people is particularly difficult, a range of practical 
problems besets all rural Chinese who participate in the new RCMS.  These are 
discussed below. 
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Lack of focus on basic healthcare service needs 
 
While the RCMS aims to provide “comprehensive arrangements for serious illness”, it 
fails adequately to address more basic healthcare needs. Considering China’s 
economic development at present, the new RCMS has largely been successful in 
meeting its healthcare needs in the case of serious illness. In rural China, serious 
illness often leads to poverty. Under the new RCMS, patients who have large medical 
expenses or who need hospital treatment will be reimbursed.  
 
However, most rural Chinese suffer from common illnesses and chronic diseases, 
serious acute illness being comparatively rare. In Henan Province, for instance, it has 
been estimated  that only about 5 per cent  experience serious illnesses that are 
reimbursed through the new RCMS (Liu, 2008). Similarly, a study in Shan-xi 
Province  (Zhao, 2008) found that most of the rural residents had paid their fees for 
the new RCMS for several years but, because they had not suffered serious illness or 
been hospitalised, they felt the money had been wasted and they would not participate 
again.  According to the study’s author (Zhao, 2008), if reimbursement is only limited 
to people who suffer from serious diseases, then most rural Chinese will not benefit, 
leading to a situation in which young people will choose not to participate: “The sick 
person would like to participate, but the healthy person wouldn’t.”   
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Yet there is clear evidence of widespread need for basic medical services in rural 
China. In 2005, an investigation by the Ministry of Public Health in China and the 
World Bank in 27 pilot counties showed that the hospitalisation rate was 4 per cent 
while the rate of chronic disease was 16.5 per cent (Xia, J., 2009). The present health 
system also fails to address particular needs that arise from the gradual movement of 
rural Chinese to work in the cities.  
 
Lack of integration between systems 
Medicaid is the national social security system that provides medical aid to the “Five 
Guarantees households” (those who have no income or support) and to very poor rural 
Chinese. It is funded by the Government and by public donations. Together with the 
new RCMS, it has potential to help alleviate the poverty of rural Chinese and improve 
social equity (Zhao et al., 2010). 
Poverty (defined as having an average annual per capita income of less than 683 
CNY) continues to be widespread in China. In all, some 23,650,000 people fall into 
this category, with a further 40,670,000 defined as low income (earning between 683 
and 944 CNY per annum) – a total of 64,320,000 at risk Chinese who face significant 
difficulty meeting basic living needs (Fang, 2006). 
 
For poor rural Chinese who participate in the new RCMS, Medicaid - a national social 
security system for low-income Chinese - provides vital help in meeting their 
healthcare requirements. While most, especially the poorest and most marginalised 
rural people, have a strong desire to become members of the new RCMS, they cannot 
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afford to do so without assistance from Medicaid. Quite apart from the fees involved, 
which many cannot afford, some medical costs must also be paid before any 
reimbursement is received. Currently the two systems are not well integrated. For 
example, in the new RCMS piloted regions, “Five Guarantees” and other poor 
agricultural workers need Medicaid financial support in order to be able to pay the 
new RCMS membership fees. Further, some poor rural families whose serious disease 
has heavily affected their everyday lives need an additional reimbursement from 
Medicaid after the initial reimbursement from the new RCMS. It has been proposed 
that Medicaid needs to give higher priority to  poor rural agricultural workers 
(Ministry of Civil Affairs, 2005). 
 
The role of county/township level hospitals 
 
Three main problem areas have been identified at the hospital level itself. These are 
examined below.  
More patients choosing hospitals at county level or above 
 
Increasing numbers of patients choose to be treated in a hospital where the costs 
incurred are higher than in another available facility. The cost differential may be due 
to greater distance or to higher charges.  A recent survey (Chen, B.P., 2009) found 
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that, of all patients requiring hospital treatment, 35.46 per cent chose the township 
hospital while 49.36 per cent chose the county hospital
†
.  
 
According to the 3
rd
 National Medical Service Investigation and Analysis Report by 
the Ministry of Health (2003), the number of rural patients treated in township 
hospitals has been steadily decreasing while those in the larger, higher level county 
hospitals continues to increase. Township hospitals accounted for 28.8 per cent, 
county hospitals for 42.6 per cent, and higher level hospitals for 14.1 per cent. 
Compared with 1988, the overall hospitalisation rate in rural areas had decreased by 6 
per cent. 
 
In terms of accessibility, the village medical clinic is more convenient for patients 
than the township hospital, while the county hospital offers better technology and 
expertise than the township hospital (Chen, 2009a). Accordingly, rural patients with 
serious illnesses always go to a county hospital, and those with common illnesses 
always choose the easily accessible village medical centre. In other words, the 
township hospital is said to have ‘no capability’ for serious illnesses, and ‘no 
opportunity’ for common illnesses (Chen, B.P., 2009).  
 
This trend - “Seek far and neglect what lies close at hand” - has several negative 
consequences. Costs are increased while, at the same time, the medical resources of 
                                                             
†
Therefore the number of patients at the county hospital was 1.39 times higher than at the township 
hospital. Those who chose to be treated in an area level hospital, in a provincial hospital, or in other 
hospitals were 8.3%, 1.76%, and 5.12% respectively. 
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the township hospitals are left unused and the demand for county hospitals exceeds 
supply. In other words, a deficiency of medical resources coexists with wastefulness. 
Whereas the structure of the RCMS reflects the intention that “the familiar diseases 
don’t go out of the village, the complex diseases don’t go out of the township, the 
serious diseases don’t go out of the county”(Chen, B.P., 2009, p 328), practice clearly 
is running in the opposite direction.   
 
At the same time, Xia (2010, p 17)records the following account from various 
provincial delegates at the 2010 National People’s Congress:  
 
Some of the township hospitals, seeking economic benefit, asked the serious disease 
patients to stay in their hospital, but they did not have the ability to treat them, which 
made it dangerous for these patients and led to a lot of iatrical entanglement. When a 
patient had just come into the hospital, the first question the doctor asked was “Are 
you a new RCMS member? If you are a new RCMS member, the medical expenses 
will be higher than for a non- member.”  
 
Nevertheless, some township hospitals reimburse outpatients the same as hospitalised 
patients.  
 
Equipment and facilities 
 
Concern has also been expressed about the standards of equipment and facilities in 
rural hospitals, as well as the need to improve the standard of medical workers 
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through better staff training. There is a significant gap in the distribution of medical 
resources between rural and urban areas (Jiang, 2008). The urban population, which 
accounts for about 44 per cent of the total population, consumes about 80 per cent of 
medical resources. The rural population, by contrast, accounts for about 70 per cent of 
total population but only 20 per cent of medical resources (Jiang, 2008). In 2002, the 
Development Research Centre (DRC) of the State Council in China conducted a 
survey of 26 administrative villages in 15 provinces, municipalities and autonomous 
regions.  It found that there were 98 health centres, of which 68 were privately owned. 
Among all 98 organisations there was an average of only 0.96 stethoscopes, 0.81 
blood pressure meters and 0.16 refrigerators. As well as this lack of basic medical 
equipment the centres employed very few trained doctors or nurses (Jiang, 2008). In 
addition, when equipment and facilities are distributed to rural hospitals, staff training 
in their use may not be adequate, if it exists at all (Yuan, 2006). 
 
 
Accessibility and reimbursement 
 
Both the location of healthcare services and the mechanism for reimbursement are 
crucial to the effectiveness of the system. Currently, patients can only be reimbursed 
at township hospitals. The difficulties this may pose for unwell people, especially the 
elderly who tend to have frequent but irregular needs for healthcare that is easily 
accessible, are illustrated in the following case history compiled by Boguang Xia 
(2010).  Hu Shao Kuang was a retired soldier. He was 81 years old and resided in 
Yushan village, Shatang town, Xingye County, Guanxi Province. His feet were 
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crippled; he suffered from chronic bronchitis and benign prostatic hyperplasia and 
needed regular transfusions. He was unable to walk properly and could not therefore 
access a doctor at the township hospital, which was more than 10 kilometres away.  
Instead he frequently attended the nearby health clinic, where he paid an average of 
600-700 CNY per month for his medical expenses.  
 
The reimbursement system is complicated and often confusing to rural Chinese 
patients. Additional problems arise from the requirement that a patient must have a 
doctor’s certificate to be transferred to a higher level hospital for necessary diagnosis 
and treatment but at the higher level hospital they get a lower rate of reimbursement. 
This rule is in direct opposition to the new RCMS’s main aim of meeting the needs of 
those with serious illnesses. The rural population has expressed great dissatisfaction  
about this cost differential, which means that patients with serious illnesses pay more 
and more over time for their own healthcare (Huang, 2010). 
 
 
Government’s role in the new RCMS 
 
As previously explained, Government (including the Central Government) organises, 
governs, funds and operates the new RCMS. The fiscal subsidy system underpinning 
the Scheme will only work efficiently by following the principle of “the lower the 
income, the higher the subsidies”. In its implementation, a priority goal was to ensure 
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that funding progressively increased. Only in this way could the reimbursement rate 
increase correspondingly and more rural patients would benefit. Funding increases 
have mainly depended on increased government subsidy. Since 2005, the subsidy has 
indeed grown to an average of 80 per cent of the total funding available, although in 
some rich provinces the proportion contributed by local government is much higher.  
 
A primary aim of the new RCMS was to provide the same type of government 
subsidy as Medicaid for rural patients with serious illnesses, in order to prevent them 
from falling into poverty. Accordingly, the subsidy should be higher for persons on 
lower incomes. In practice, the opposite seems to be the case.  For example, in 2008, 
the average earnings per capita for east, mid and west rural Chinese were 7238.7 
CNY, 4551.04 CNY, and 3481.25 CNY respectively, but the subsidy per capita was 
on average 44.265 CNY, 35.61 CNY, and 35 CNY respectively (Ren, 2010).  
 
Apart from funding, government bodies are also responsible for a range of other 
functions within the new RCMS.  Three key roles – coordination, supervision and 
‘watchdog’ – are assigned to the county government level.   
 
Coordination 
 
At present, RCMS fees are collected by each county. Levels of both funding and 
reimbursement are decided by the principle that costs should not exceed income. The 
Chapter 2:China’s New Rural Cooperative Medical Scheme     Page43 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
success or failure of the new RCMS will be determined by the extent to which it is 
able to limit medical costs. 
 
When the new RCMS was put into practice, the greatest problem was how to control 
these costs, especially the price of medicines. In order to accomplish this, some form 
of overall coordination is needed. At present, for example, the responsibility for 
medicine supervision belongs to the Ministry of Health. But responsibility for 
production of medicines belongs to the industry itself and is supervised by the 
National Development and Reform Commission, under which there is a price 
administration department in charge of the price of medicines. Therefore, in order to 
limit medical cost, there is a need to negotiate among those administrative 
organisations involved. In recent years, this issue has come to the attention of the 
Chinese Government, specifically in relation to the cost of medicines in primary care 
organisations and those on the essential medicines list. The Government has 
introduced a “zero profit” policy to contain the costs of these medicines. 
 
 
Supervision  
 
At present the Scheme provides considerable opportunity for hospitals to pursue their 
own economic interests rather than those of their patients. A recent survey (Chen and 
Hua, 2009), for instance, showed that some hospitals charge randomly and above the 
market price. As well, some doctors routinely prescribe costly medicines for patients, 
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including those that fall outside of the official prescribing catalogue and therefore do 
not attract any reimbursement.  
 
Another study (Xue, 2009) reveals equally problematic arrangements whereby  the 
county supervisory office of the new RCMS was located in the County Public Health 
Bureau, and the township supervisory office was in the township hospital. This means 
the supervisor was also a worker in the medical service - a case of ‘the police policing 
themselves’. The study also found that 83.5 per cent of designated health centres and 
64.1 per cent of designated township hospitals charged above the prescribed, 
regulated price.   
 
Whether in the medical service market or with the supervisory office of the new 
RCMS, it seems, there are still many problems to be addressed.  According to one 
delegate at the third session of the 11
th National People’s Congress in March, 2010  
(Xia, 2010): “in every province (municipality and area directly under the jurisdiction 
of the Central Government) most of the new RCMS offices are temporary, and they 
have the same staff who perform the same work as they did when it was a local 
government office”. In general, the new RCMS office is in a borrowed room in a 
township hospital, with no permanent staff and no additional financial outlay.  
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Watchdog 
 
Another important task for the new Scheme is to address the problem of illegal and 
criminal dealings in the rural healthcare market.  These include practices such as 
taking bribes in the drug business, “quack” doctors deceiving patients, selling pseudo-
medicines, charging randomly, embezzling funds or using funds for other, illegal 
purposes. 
 
As Chen and Hua (2009) point out, such problems cannot be dealt with under existing 
policies, which are developed by the county government or department concerned. 
This is because up until now, the Scheme has been administered under so-called ‘soft 
laws’ which leave it open to misappropriation of funds and other fraudulent activities. 
 
Promotion and publicity 
 
In a recent survey (Zhu, 2007), about half of respondents indicated their main reason 
for deciding to participate in the new RCMS was because others had done so. Only 
30.8 per cent of survey respondents understood the meaning of the new RCMS and 
had a positive attitude towards it. When asked about their degree of satisfaction with 
how the Scheme had been promoted and publicised, 24.1 per cent were very 
dissatisfied, 45.5 per cent were dissatisfied, and only 30.4 per cent were satisfied.  
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Many rural survey respondents said they joined the Scheme in the expectation that it 
would bring benefits for their family. Later, when they experienced an illness, they 
found there were many medical expenses that could not be reimbursed - for example, 
for outpatients and those with chronic diseases. Moreover, the procedure for accessing 
private or public health care and the procedure for applying for reimbursement was 
much more complex for members than for non-members of the new RCMS, and 
medical expenses were much higher as well, with the result that (even with the 
reimbursement) there was no obvious difference between being a member or not 
(Zhu, 2007). 
 
Clearly the Government has not promoted the scheme well, and has failed adequately 
to inform the rural population about which conditions could be reimbursed and which 
could not, or to explain the responsibilities of the different hospital levels. 
Agricultural workers in particular were very dissatisfied with the new RCMS, and 
especially with the township hospitals.  
 
Barriers to the new RCMS: The case of rural elderly 
 
Despite the high participation rate of rural Chinese in the new RCMS, the Scheme has 
nevertheless faced significant challenges in providing universal access to medical and 
hospital services for China’s huge elderly rural population. They comprise one of the 
poorest sections of the Chinese population with the highest rates of illness and 
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premature mortality. At present, there are 106 million older Chinese who live in the 
countryside - 63 per cent of all Chinese aged 60 years and over (Farmer Newspaper 
Agency, 2009). Compared to their urban counterparts, their death rates are always 
higher (National Bureau of Statistics Population and Employment Statistics Division, 
2008)  and their life expectancy is appreciably shorter (Tang et al., 2008): “The life 
expectancy gaps between urban and rural areas in males increased from 2.06 years in 
1990 to 5.07 years in 2000, and then decreased to 4.87 years in 2005. Similar results 
were also observed in females” (Wang and Li, 2009, p 432).A recent review of 
research into the health status of rural older people concluded that the overall pattern 
of their health is very poor (Zhou, 2003). Provincial surveys have shown that rates of 
illness, chronic disease, sick leave days, and days spent in bed due to illness are much 
higher among rural older residents than their counterparts in urban settings, with 60-
87 per cent of rural older people having various chronic diseases, half of whom have 
two or more such conditions (Mu and Jin, 2003). It is also well established that older 
people generally require more medical, nursing and rehabilitation services than other 
age groups.  
 
Although the vast majority of rural older people in China are subscription members of 
the new RCMS, they still face significant barriers in accessing medicines and 
adequate health services. Most poor older people in rural areas can only access 
minimally qualified health professionals and basic village clinics (Shen, 2001). In 
short, many rural older people do not draw on the new RCMS benefits to use better 
services even though they are entitled to do so.  
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There are a number of reasons for this situation. First, numerous physical barriers 
such as geographic isolation, poorly maintained roads and infrequent transport 
provision obstruct their access to health care (Liu et al., 2008). Second, most poor 
older rural people have a lower educational background than their urban counterparts, 
with many being illiterate. As a result they frequently experience difficulties in 
explaining their illnesses when they visit doctors in hospitals. They are also often 
unable to locate the relevant departments and practitioners in hospitals. If they are 
prescribed specific medicines or need further medical examinations, they often do not 
follow up because they cannot read the instructions and do not know what to do in the 
absence of adequate explanation by health practitioners (Jiang and Zhang, 1999).  
 
A further barrier to effective use of the new RCMS involves hospital “gate fees” and 
“prepaid departure fees”, which are common practice among hospitals and clinics. A 
gate fee is imposed by hospitals at the point of entry. There is also a prepaid departure 
fee  that has to be paid after treatment but before leaving hospital (Liu, S.F. et al., 
2006). Many rural older people simply do not have the money to pay these upfront 
cash fees. This is evident in the high rates of rural patients who refuse to be admitted 
to hospital and who do not complete treatment (Wang et al., 2009). These rates are 
consistently higher than in urban areas (Liu et al., 2008). This barrier to hospital use 
by rural older people is directly linked to the provisions of the new RCMS and is 
further compounded by the poor quality of rural hospital treatment (Shen et al., 2009). 
Village clinics and township hospitals significantly lack well trained health 
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professionals and basic medical technology (Yu et al., 2009). Furthermore, the rate of 
reimbursement for the cost of such care is only 45 per cent. 
 
Not only is the percentage of reimbursement low (You and Kobayashi, 2009; Wang, 
B.H., 2006), the procedure for applying for reimbursement is also complicated. First, 
rural residents need to take with them the following items to claim their 
reimbursement for medical costs in the local township where the RCMS office is 
located: their identification card, RCMS card, valid receipts from the designated 
medical institution within one calendar year, list of medical costs as hospital inpatient, 
copies of medical records, diagnosis certificates, and certification from transferring 
hospitals. The time limits for applying for reimbursement vary from county to county. 
Some counties allow rural patients to apply for their reimbursement at any time within 
the calendar year while some only allow them to do it once at the end of the calendar 
year.  
 
A further complication derives from the complexity of the administrative process 
involved in reimbursement. Officials in the local town-based RCMS office will 
examine and verify people’s application forms with the attached identifications and 
receipts. If there are no errors, they will submit these applications to the new RCMS 
centres in cities within ten working days. These applications need five working days 
for the officials in the RCMS centres to examine and verify them. Only after all this 
has been done will the centres transfer the reimbursement money to local agriculture 
banks. Then, the officials in the local town-based RCMS office will inform the rural 
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patients to draw their reimbursed money from the local agriculture banks within three 
working days (Xu, 2009). The complexity and inconvenience of reimbursement 
therefore significantly affects rural older people’s participation in the new RCMS 
(Liang and Zhou, 2006). Not surprisingly, rural older people have great difficulty 
applying for reimbursement by themselves. They almost always need help from 
relatives (He et al., 2006).  
 
A further disincentive to using the new RCMS for rural older people arises from the 
kind and number of medical and hospital service items that can be reimbursed. There 
are numerous exclusions from coverage and reimbursement. Indeed, the focus of the 
new RCMS is serious disease. It does not cover basic medical and health needs of 
rural residents such as cost of pathological tests, registration fees and so forth (Zheng, 
2009). Furthermore, certain serious diseases, such as mental illness and cancer, are 
excluded from coverage if subscribers are not inpatients (The New RCMS Research 
Group, 2006).  
 
Rural older people’s limited use of the new RCMS is further compounded by their 
very limited understanding of how the scheme works and what they are entitled to. 
This widespread ignorance stems mainly from the absence of campaigns to educate 
rural residents about the scheme. Education and training for RCMS officials, 
including township officials, village leaders, village health professionals, and 
township health professionals, is very basic (Yang, Q.R., 2009). Consequently, this 
has also made it difficult for the new RCMS participants to understand how they can 
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benefit from the RCMS’s provisions. It has also made it difficult for older rural 
Chinese to understand the exclusions or restrictions on what they can claim for 
reimbursement(Ma and Sood, 2008) . At present, in many counties members of the 
new RCMS are not entitled to reimbursement for services provided by private clinics 
and hospitals. Yet many rural older people choose to see doctors who work in such 
contexts because they know them and are comfortable with them. Rural older people 
seldom pay attention, however, to whether these clinics or hospitals are private or 
public ones. Such a situation acts as a further significant barrier to older rural people’s 
use of services supported by the RCMS (Wei and Zhang, 2008). 
 
In rural areas, the quality of drugs can be uncertain. The price of drugs is also high 
compared with the low income of rural people (Coid, 2003). Prescription of highly 
priced and poor quality drugs and medicines, and over-prescription, by hospitals and 
doctors supported by the RCMS serves as a further disincentive to rural older people’s 
use of RCMS services (Shen, 2001; World Health Organization, 2000). Public 
hospitals often sell medicines and drugs as a means of generating revenue for 
themselves in the face of inadequate government funding, especially when they know 
that the patients are members of the RCMS (Wei and Zhang, 2008). Medical 
practitioners employed by these hospitals prescribe these drugs in order to increase 
the hospital’s income, from which they derive a tiny percentage.  Rural older people 
who are members of the RCMS avoid using public hospitals and doctors that will 
prescribe drugs or medicines they do not need, or for which they will be overcharged. 
Not surprisingly, institutionally organised drug misuse is a very substantial issue that 
Chapter 2:China’s New Rural Cooperative Medical Scheme     Page52 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
raises concerns about rural patients’ quality of care and the financial burdens they 
incur in using public health care (Chatterji et al., 2008).  
 
These obstructions have been exacerbated by the lack of co-ordination of the RCMS 
with other rural schemes offering health cost coverage. One such scheme is the “Five 
Guarantees” program introduced in the 1950s. Elderly people who have lost the 
ability to work, who have no source of income, and who have no legal guardians to 
support them or whose legal guardians do not have the ability to support them, are 
entitled to particular social provisions that the scheme offers such as subsidisation of 
their food, clothing, housing, medical care and burial expenses. In 2006 there were 
nearly 5 million rural older people covered by the scheme – a tiny fraction of China’s 
rural older population. There is a further rural social security system (which belongs 
to the national social security system Medicaid), called Rural Medical Assistance 
(RMA), which also provides public health care for poor rural residents. It tries to play 
a basic role in increasing health services utilisation by vulnerable rural residents, such 
as poor older people. However, the RMA program is not linked to, and does not 
collaborate with, the new RCMS. Moreover, the RMA program is selective and not 
open to all rural residents. Coverage is means-tested so that only the poorest of the 
poor are entitled to any support (Chen and Lin, 2009).  
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Recent health insurance policy reform 
 
It is well documented that there are marked disparities between China’s urban and 
rural older people in relation to their economic resources, social welfare provision, 
quality of life, health status, medical resources and healthcare access (Lu, 2000; 
Wang, B.H., 2006). Moreover, while the vast majority of rural older people have paid 
to join the RCMS, they do not avail themselves of its provisions for the reasons 
outlined above. In response to this situation and to the administrative complexities 
associated with funding and managing a number of health insurance programs across 
the country, the Chinese Government announced in 2009 that it would introduce a 
new universal health insurance scheme that would provide health coverage for all of 
China’s population. Information, analysis of, and commentary about, this momentous 
development is scarce and mainly confined to Chinese print media reports. These 
suggest, however, that it may not be very effective in mitigating the problems 
experienced by China’s rural older people in accessing adequate healthcare. The 
following nevertheless provides a brief description of its basic features and discussion 
of its potential impact in addressing and redressing the healthcare problems of rural 
older people.  
 
The new scheme draws together many of the basic features of the original urban and 
rural health insurance programs including the BMIUE, the BMIUR, and the new 
RCMS. Government expenditure in developing the scheme will remain significantly 
low as a percentage of Chinese gross domestic products (GDP), which is 
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comparatively high on an international basis. The new universalist health reform plan 
promises to spend 850 billion CNY (US $123 billion) by 2011 to provide universal 
medical service to the country's 1.3 billion population (Xinhua News Agency, 2009). 
This is a one-off capital investment to promote more widespread access to healthcare 
and to reduce healthcare inequities.   
 
Yet, as this chapter has argued, basic medical insurance coverage does not necessarily 
mean more services and better health. The structure of Chinese healthcare provision, 
with its lack of adequate hospital infrastructure and scarce supply of well-trained 
health professionals in rural areas, combined with widespread physical and social 
barriers to use of health services by rural people, especially the elderly, means that the 
new universal health insurance scheme will be severely constrained in generating 
major advances in health service access. It will be difficult for the Chinese authorities 
to provide basic medical security to all Chinese in urban and rural areas, to improve 
the quality of medical services, and to make medical services more accessible and 
affordable for ordinary people within three years.  
 
Despite these obstacles, the Chinese Government remains open to accepting advice 
about medical reform and has actively put in place mechanisms for encouraging 
public participation on this issue. For example, the  Government’s Development and 
Reform Commission, arguably China’s most significant policy-making and resource 
allocation agency, and the agency that is responsible for medical reform in China 
among other things, collected suggestions from the public through the internet for one 
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month in 2008 (Development and Reform Commission, 2008). The Chinese 
Government also established  worldwide collaborations to expedite Chinese medical 
reform (Liu et al., 2008). These reforms are designed to provide universal basic 
medical services to all Chinese citizens by narrowing the inequities in healthcare and 
health insurance between rural and urban, and between employed and unemployed 
people gradually over time.  
 
Some of the new initiatives to be introduced to advance the achievement of such a 
goal, as announced by the Government in April 2009, are improvements in 
consultancy and treatment skills for health professionals in village clinics, the welfare 
of health professionals who work in village clinics and rural town hospitals, provision 
of sufficient medical instruments for village clinics, regulation of the production and 
distribution of drugs commonly used for village clinics, and use of mixed models to 
provide healthcare (Xinhua News Agency, 2009). Although the needs of rural older 
people have not been highlighted within this program of reform, it is evident that the 
recent reforms in healthcare may represent a more active approach by the Chinese 
Government towards addressing and rectifying the constraints experienced by rural 
older people in relation to accessing adequate healthcare. 
 
Conclusion 
 
As Margaret Whitehead (2008) has commented, Chinese healthcare faces “a perfect 
storm” in relation to advancing health equity. There are major disparities in health 
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insurance among older people in China. While some enjoy very generous health 
insurance benefits and ready access to high quality healthcare, such as the “retired 
veteran cadres”, the majority, primarily those in rural areas, suffer very limited health 
insurance benefits and severe barriers to adequate healthcare despite the introduction 
of the new RCMS. To the extent that the new universal health insurance scheme 
continues to incorporate and integrate the basic features of existing health insurance 
schemes, it will inevitably generate obstacles to equitable healthcare access.  
 
Although it is easy for those outside China to identify the barriers to health equity, 
solutions are more difficult to formulate and, as the editor of the Lancet recently 
commented (Health-system reform in China, 2008), must come from within China. 
Clearly the economic and political complexities of this vast and growing nation are 
huge, and healthcare provision becomes increasingly complex. Chinese healthcare is a 
complex adaptive system (Liu et al., 2008) so large, varied and complex that a full 
understanding of the whole system with all its internal variations, differing demands 
and emergent processes is beyond the capacity of current research.  At present there is 
very little research examining the relationship between health insurance provisions, 
such as those of the new RCMS, and rural older people’s specific needs. A number of 
localised models of RCMS have emerged in Shanghai, Anhui, Hubei and Jiangsu 
(Yang and Liu, 2006), as previously mentioned. From the perspective of Central 
government, they could be described as self-organising. However, I am not aware of 
research to evaluate these initiatives. The new RCMS and recent reforms to improve it 
appear to have had little, if any, impact on the ability to engage with rural older 
people and their specific health needs.  
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The following chapter examines and discusses the social factors and dynamics that 
have been identified by previous research as being significant determinants of the 
health of rural older people and their health needs. Such a review is an important step 
in contributing to a research-based foundation for the development of health policy 
designed to address and redress inequities in the health of rural older people.
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CHAPTER 3 
HEALTH AND HEALTH CARE DISPARITIES OF 
OLDER PEOPLEIN CHINA:  
THE SIGNIFICANCE OF RURALITY AND 
ETHNICITY 
___________________________________________________________________________ 
 
With over 1.37 billion people as of November 2010, China is the world's largest and most 
populous country (National Bureau of Statistics Population and Employment Statistics 
Division, 2011). It is home to one in every five people on the planet. The number of elderly 
people in China is also the largest in the world, accounting for 20 per cent of the world's 
entire ageing population and 50 per cent of Asia's ageing population (Yuan, Z.Y., 2004). 
China has indeed become an ageing society. In November, 2010, the number of people over 
60 years of age was 0.178 billion - 13.26 per cent of the total population. The number of 
people over 65 was 0.119 billion - 8.87 per cent of the total population (National Bureau of 
Statistics Population and Employment Statistics Division, 2011). By 2050, it has been 
estimated that “nearly 1.2 billion of the expected 1.5 billion people age 65 or older will reside 
in today's less developed regions” (Kinsella and Phillips, 2005, p 3) and that Chinese older 
people will be 25 per cent of the world’s total population aged 60+ years (Mu et al., 2003). 
Seventy per cent of these older people live in the countryside. In fact, the number of elderly 
people who live in rural areas in China is the largest in the world.  
 
Chapter 3:Health and Health Care Disparities of Older People in China   Page59 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
 
In recent years, China has prioritised health care for the elderly; however, there are still gaps 
in healthcare provision (Lee, 2004). This is particularly the case in regard to ethnic groups in 
rural areas (Zhang and Zeng, 2005). This chapter begins with a discussion of health 
inequalities in China in terms of the rural-urban divide. It then focuses on disparities in 
economic resources, social welfare provision and healthcare resources between older people 
living in urban and in rural areas. This is followed by discussion of the significance of the 
relationship between rurality and ethnicity for inferior health outcomes in China, particularly 
with respect to older people.  
 
Characteristics of rurality in China 
Rurality has its own character in China and is associated predominantly with the western part 
of the country, which is much more agriculturally based than the eastern part where 
manufacturing and commerce predominate. Thus the urban-rural divide separates China 
physically into two regions. According to China’s sixth population census in 2011, more than 
50 percent of its population resides in rural areas that do not benefit from China’s growing 
economy. The gap between rich and poor is widening, and it is doing so across rural-urban 
boundaries (Han et al., 2007)
3
. 
Three main factors account for this dynamic. First, the government contributes significantly to 
a two-class system in China, whereby urban residents receive more health and other benefits 
                                                             
3Although the “dual sector economic model” of economist, Arthur Lewis, summarises the economic experiences of developing nations, it 
does not work when applied to China. Sir William Arthur Lewis, a Saint Lucian economist known for his contributions in the field of 
economic development, was awarded the Nobel Prize in Economics in 1979. According to the “dual sector economic model,” a developing 
nation with a dual economic structure (modern, industry-based, and traditional, agriculture-based) can transfer its surplus labour from the 
agricultural sector, where the wages are low, to the modern industrial sector, where wages are higher, to accelerate economic development. 
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than the rural poor, who are often refused residency rights in urban areas (Han et al., 2007; He 
et al., 2006). The government has spent less on infrastructure investment in rural areas than in 
urban areas. It has invested only a limited amount to improve agricultural productivity and  
provided fewer welfare benefits, including health care (Health-system reform in China, 
2008)and education subsidies, to rural residents (Fang et al., 2010; Park et al., 2002). For 
instance, the total amount of government investment in health care in urban areas has been 
over 50 percent of the total public health care expenditure since 1990 and the percentage 
keeps on increasing. In 2004 it reached 65 percent but had declined in rural areas to 35 
percent (Han et al., 2007).  
Secondly, the government has adopted a “stair style” economic development policy. This 
accords greater priority to policies that support the economic development of provinces along 
the east coast of China (Pairault, 1996). There is an expectation that development in the 
eastern part will push the economic development of the west.   
Thirdly, the high illiteracy rate among China's rural population - approximately 35 percent (30 
percentage points higher than the USA and Japan) -  is another major obstacle to developing a 
rural commodity economy (Fang, 1993). 
 
Health inequalities and the rural-urban divide 
Major regional health inequalities prevail in China (Ling et al., 2011). According to the 2005 
socioeconomic status data of 31 provinces, the per capita GDP in Shanghai, Beijing and 
Tianjin was extremely high while in Guizhou, Gansu, Yunnan and Guangxi it was markedly 
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low. For example, the per capita GDP of Shanghai was nearly 10 times higher than that of 
Guizhou. Moreover, there are significant differences in average personal income across the 
provinces of China. For instance, the average personal income in Shanghai was 17510.67 
CNY in 2005 which is five times higher than that of Guizhou. At the same time, average 
personal income in Beijing was 15964.76 CNY which is more than three times that of 
“Dingdang” Province (see Methodology, Chapter 4). Other measures of social inequality, 
such as literacy rates, also show major disparities among China’s provinces. For example, the 
illiteracy rate in Tibet was 44.84 per cent which is over 11 times that of Beijing. These 
disparities frequently go hand in hand with significant inequalities in access to basic health 
resources. For example, the percentage of hygienic toilets in Shanghai was 96.5 compared to 
only 18.7 in Xinjiang, which is dominated by the Uyghur ethnic minority (Fang et al., 2010). 
 
Major health inequalities in China mirror the rural-urban divide (Ling et al., 2011). There is a 
significant disparity in the distribution of economic resources between urban and rural areas. 
According to a recent report based on national Chinese data, there is a widening gap in 
income between rural and urban populations. In 1990, the income ratio between rural and 
urban populations was 1: 2.2; by 2001 this had risen to 1: 2.9 (Ministry of Finance, 2003) and 
in 2006 it had grown to 1:3.28 while the gap in absolute income between them had reached 
8172.5 CNY (Zhou and Xi, 2008).  
 
There are even greater disparities in education between urban and rural areas, as evidenced in 
education investment and educational level of the residents. In 2002, of the entire educational 
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investment, 77 per cent was allocated to cities while rural areas, which accounted for 56 per 
cent of the total population, received only 23 per cent. Overall, the proportion of per capita 
education investment in urban and rural areas was more than 5:1 in 2002. With respect to the 
educational level of residents, the gap is even larger. According to the fifth census, rural 
labourers in 2000 had on average 7.3 years of schooling, 2.9 years fewer than labourers in 
urban areas, while the proportion of the population with high school, technical secondary, 
tertiary, undergraduate and postgraduate qualifications was higher in urban than rural areas - 
3.4, 6.1, 13.3, 43.8 and 68.1 times higher respectively (Zhou and Xi, 2008). 
 
The allocation of public health and medical resources similarly favours urban and developed 
areas to a marked extent (Zhou and Xi, 2008). At the end of 2007, China had 290,000 
registered medical institutions, excluding village clinics. Among these were 19,847 hospitals, 
27,000 community health services, and  40,000 township health centres (Ministry of Health, 
2008).  In urban areas, not only are there numerous medical institutions, but there is also a 
much wider variety of healthcare organisations. These mainly consist of hospitals which fall 
into the following categories: General Hospitals, Traditional Chinese Medicine (TCM) 
Hospitals, Traditional Chinese Medicine–Western Medicine (TCM-WM) Hospitals, Minority 
Hospitals, Specialised Hospitals and Nursing Hospitals. There are also sanatoria for 
convalescence and rehabilitation, Health Service Centres for the Community, Health Centres 
(including Urban Health Centres and Township Health Centres), Outpatient Departments, 
Clinics, Maternal and Child Health (MCH) Centres, and Specialised Disease Prevention and 
Treatment Institutes.  
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By comparison with their urban counterparts, rural areas have a much smaller number of 
village clinics and personnel. At the end of 2007, the number of villages was 612,712 
(Ministry of Health, 2008), some 543,360 (88.7 per cent) of which were served by clinics, 
some villages being served by more than one clinic. Village clinics vary according to their 
administrative structure. The majority are supervised by an employee of the local Township 
Health Centre. The latter are located in the major towns of local government areas and these 
service several surrounding villages.  In addition, there are Maternal Health Institutes that 
offer health information and healthcare services for rural women and private clinics which are 
not officially recognised by the Chinese Government (Eggleston et al., 2008).  
 
Health professional coverage by geographic location is also unequal in China (Liu et al., 
2008). In 2007, for instance, the density of doctors in urban areas was two times that of rural 
areas, while the density of nurses in urban areas was three times that of rural areas (Anand et 
al., 2008). Graduates from medical universities generally do not like to work in rural areas 
and neither do nurses. As a consequence, in rural areas, health professionals who work in 
village clinics or local health centres act not only as doctors, but also as nurses, pharmacists, 
and administration personnel. Not surprisingly, rural areas are seriously under-staffed with 
health service providers (Shi, 1993).By the end of 2007, in rural areas there were 117,238 
doctors, 882,218 village doctors, and 49,543 assistants. There were 1.52 village doctors and 
assistants per village and 1.06 village doctors and assistants per 1000 of the rural population 
(Ministry of Health, 2008). 
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There are other reasons for differential healthcare access in China. The 2007/08 China 
National Human Development Report showed that 15 per cent of urban and 22 per cent of 
rural residents (including older people) had affordability difficulties in accessing health care 
(UNDP China and The China Institute for Reform and Development, 2008). People with low 
income not only receive lower health-system coverage than those with high income, but also 
have an increased probability of either not seeking health care when ill or undergoing 
catastrophic medical spending. In 2003, 75 per cent of poor urban and 83 per cent of poor 
rural patients who were refused admission cited inability to pay as the major reason for 
foregoing inpatient care (Liu et al. , 2008). The report concluded that rural-urban inequality 
will further widen unless affordable public services are guaranteed for all (UNDP China and 
The China Institute for Reform and Development, 2008).  
 
Morbidity rates for the urban and rural populations in 1993, 1998, 2003, and 2008 (Ministry 
of Health, 2009) show that, while two-week morbidity rates and morbidity rates for chronic 
diseases are consistently higher for the urban population, functional status of the rural 
population (as reflected in the indicator of disability days, an arguably more “objective” 
measure of morbidity) seemed to be worse than that of the urban population. Moreover, the 
urban–rural gap in this indicator has increased over time (Liu et al., 1999; Wei and Zhang, 
2008). 
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Urban and rural older people: Social and health disparities 
There are a number of major disparities between the socioeconomic circumstances of urban 
and rural older Chinese people.  These are reflected in significant health differences between 
them. 
 
Economic resources 
 
In urban areas, Chinese policy requires people to retire when they become old (Yang, 2008). 
Retirement ages are different for men and women, and for people with different occupations. 
Upon retirement, some older people in urban areas can access a stable retirement income and 
cover most of their costs, but this is not the case for all (Cai et al., 2006). Some older people 
who live in urban areas can participate in a range of activities after retirement including 
travel, attending courses at third-age universities, dancing, singing, chess or poker playing, 
reading, tea gathering parties, watching television, sports and accessing the Internet (Su, 
2008). Some provide care for their grandchildren, both of whose parents are usually engaged 
in full-time employment (Su, 2008). However, some are still poor, suffer from illness and 
cannot access community facilities and there is great disparity between provinces (Dong, 
2002).    
 
In rural areas, older people seldom retire. They continue to make a major contribution to 
domestic labour and the household economy of their children, performing a considerable 
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amount of farm labour - feeding cows, pigs, chickens, rabbits and so on – and care for their 
grandchildren (Su, 2008). There are usually few opportunities for rest. If their health is good 
enough, they may also seek casual jobs nearby or build houses and small dams to earn money 
for living and medical costs. They have no formal income once they can no longer work 
(Jiang, 2007).  
 
Poor Chinese older people have distinctive characteristics. They are much more likely to be 
women, of a higher age, less educated and resident in rural rather than urban areas (Qiao et 
al., 2006). In 2003, the number of poor older people in China was estimated to be between 
9,210,000 and 11,680,000, of whom between 7,360,000 and 9,220,000 lived in rural areas. 
The overall proportion of poor older people in China was between 7.1 and 9.0 per cent, but 
again there were major differences between urban and rural areas (Wang, 2005). In the 
former, the rate was 4.2 to 5.5 per cent, compared to 8.6 to 10.8 per cent in the latter.  
Because the total income of rural areas is low, the income of older people in rural areas is also 
low. The rate of poverty in rural areas has reached one in six. The Chinese Statistical Bureau 
(cited in Li, 2008) reports that among people aged 65 and above, those in rural areas are more 
likely to be dependent on family members for financial support (53.9 per cent compared with 
35.6 per cent in urban areas). Older rural people are significantly less likely to have retirement 
income. Virtually no rural older people have such a resource, compared with 48.6 per cent of 
urban older people (Li, 2008). Only since September, 2009 has the pension system been 
extended to rural areas (State Council in China, 2009).  
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Social welfare provision 
 
There is also disparity in social welfare provision between urban and rural areas in addition to 
those documented earlier in relation to health services (Fang et al., 2010).In urban areas, some 
retired older people are entitled to a basic living allowance and basic medical insurance from 
their working institutes or from their local social security bureau (Dong, 2002). In urban 
areas, 73 per cent of people aged 60 and over have a retirement income, which averages 
11963 CNY per annum; 22 per cent do not work and 1 per cent continue to do so. However, 
things are different for rural older people. In 2006, only 4.8 per cent had a retirement income, 
with an annual average of only 2722 CNY (Qiao et al., 2006). Since the establishment of the 
“new China” in 1949, most policies, laws and provisions related to social security have been 
for urban residents. There are only a few similar provisions for rural residents, especially 
older people (Xie, 2003). This imposes serious barriers to the realisation of section 45 of the 
Constitution of the People’s Republic of China, which states that “Chinese citizens have the 
right to physical assistance when they become old, sick or lack the ability to work” (Xie, 
2003).  
 
Clearly, the absence of comprehensive national social security impedes Chinese rural 
economic reform because it seriously limits the capacity of rural older people to participate in 
social and economic life (Xie, 2003). Chinese rural economic reforms have been underway 
for 30 years and can be divided into four periods. The first, 1978-1984, involved a  change 
from a collective system to an individual household-based farming system, now called the 
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household-responsibility system (Lin, J.Y., 1992). The second, 1985-1991, involved rural 
economic reform that engaged with the implementation of a market mechanism. The third 
period, 1992-2003, focused on the consolidation of the marketisation project. In the fourth 
period, 2004 to the present, China has begun to promote agriculture alongside the 
development of urban-based industrial production in order to advance urban and rural 
development simultaneously (Gao and Luo, 2009).  
 
According to recent scholarly discussion (Liu, 2006; Tao, 2002; Xie, 2003), rural social 
security has been limited because it reflects the overall division in the Chinese economy 
between rural and urban industries. Rural social security is based on local government 
financial reserves and schemes which are poorly resourced because their population base 
consists overwhelmingly of rural peasants. After the establishment of new China in 1949, 
while the Chinese Government relied on the communes in rural areas to organise economic 
activities and provide social welfare locally, it also started to take action aimed at narrowing 
the gap between rural and urban social security and welfare. The policies adopted to pursue 
this objective involved the establishment and implementation of the Government Insurance 
System (GIS), Minimum Livelihood Guarantee (or dibao), the “Five Guarantees” Supporting 
System, the Rewarding and Supporting System (RSS) for the one-child policy, and the 
“Longevity Pension” for the oldest of the elderly. However, the amounts allocated through 
these provisions to older people in urban and rural areas differed significantly, with the latter 
receiving much less. The Government has recently piloted a number of social welfare 
schemes throughout rural China to address the limitations of current social welfare provision 
to rural older people. These are the Novel Old-Age Insurance System in Rural Areas, the Old-
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Age Insurance System for Land-Expropriated Peasants, the Old-Age Insurance System for 
Rural Migrant Workers (Wang, D., 2006) and the new Rural Social Old-age Insurance (also 
called the "Farmer's Insurance") pilot project announced by the Chinese State Council in 
2009. 
 
Health status 
 
It is said poverty and disease go hand in hand and, not surprisingly, major health disparities 
between rural and urban older people in China parallel these economic and social inequalities. 
Psychosocial, lifestyle and socioeconomic factors influence the health status of elderly people 
in a complex manner (Woo et al., 2008).The following outlines the major health status 
disparities among older Chinese in relation to death rates, life expectancy, self-reported health 
assessments, morbidity and disability/mobility rates. 
 
The death rate, while only a rough indicator of the pattern of national mortality, accurately 
indicates the current mortality impact on population growth. This indicator is significantly 
affected by age distribution. The crude death rate in China in 2008 was estimated to be close 
to seven per one thousand population (Ministry of Health, 2008). This figure is comparatively 
low in relation to other countries such as South Africa (16.9), United Kingdom (10.0) and the 
United States (8.2) (World Health Organization, 2008).In 2007, the ten main diseases 
responsible for deaths in China among rural residents were malignant neoplasm, 
cerebrovascular disease, diseases of the respiratory system, heart disease, injury and 
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poisoning, diseases of the digestive system, endocrine, nutritional and metabolic diseases, 
diseases of the genitourinary system, disease of the nervous system, and mental disorders 
(Ministry of Health, 2008). Urban residents died of similar diseases. Very few people in both 
rural and urban locations died of old age.  
 
According to China's fourth census data survey (1990) and China's Demographic Yearbook 
(1994), in 1993 the estimated death rate of Chinese older people was 4.66 per cent, that is, 
approximately seven times the overall Chinese death rate of 0.66 per cent. The death rate of 
older people in urban areas was 4.19 per cent, while in rural areas it was 4.83 per cent. The 
death rate of older men in both urban and rural areas has been consistently higher than that of 
older women (Feng and Wang, 1999). By 2006 the estimated death rate of Chinese older 
people was 2.8 per cent or approximately five times the overall Chinese death rate (0.536 per 
cent).  The death rate of older people in cities was 2.1 per cent and in towns 2.4 per cent, and 
in rural areas 3.2 per cent. A similar trend in the death rate was reported in 2007.While death 
rates of older people have decreased dramatically over this period, death rates of older people 
living in rural areas remain higher than those of their urban counterparts (National Bureau of 
Statistics Population and Employment Statistics Division, 2008). 
 
Life expectancy is a further health indicator and the dominant measure of how long a person 
can expect to live on average given prevailing mortality rates. It is also used in public policy 
planning. The expected length of a life is inversely related to the mortality rates. In China, life 
expectancy has increased significantly over the past century, reflecting the considerable falls 
in mortality rates (Woo et al., 2008). In the 1950s, life expectancy in China was 35; in the 
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1960s, it was 57. WHO statistics show that the average life expectancy of a Chinese person in 
2008 was 73.18 years (World Health Organization, 2008). However, the increase in life 
expectancy of people who live in rich provinces is much higher than those who live in poor 
provinces (Fang et al., 2010; Tang et al., 2008). This difference is very significant. According 
to the Chinese Ministry of Health Statistics in 2000, life expectancy in Shanghai was 78 years 
compared to only around 65 years in the poorest provinces of Yunnan and Tibet (Ministry of 
Health, 2008). Life expectancy in rural locations is appreciably shorter because rural areas are 
generally poorer than their urban counterparts.  
 
Morbidity data related to older people by regionality, however, have not been closely 
examined. Accordingly, it is difficult to say with certainty what the precise differentials in 
morbidity are among older people in urban and rural settings in China. Nevertheless, it is 
likely that the pattern of inequalities in health among older people as indicated by measures of 
morbidity by region is similar to the overall pattern. This speculation draws some support 
from a number of provincial surveys of morbidity among older people. For example, a review 
of research into the health status of rural older people throughout China concluded that the 
overall pattern of their health is very poor (Qiao et al., 2006).The poorer the older people, the 
higher the rate of daily healthcare needs. In the city this is 18 per cent compared to 27 percent 
in rural areas (Qiao et al., 2006). A provincial survey in Hunan found that recent illness rates, 
chronic disease rates, sick leave days and days spent in bed due to illness for older people are 
much higher among countryside residents than those in urban settings (Zhou, 2002). Another 
provincial survey in Shandong found that 60-87 per cent of rural older people had various 
chronic diseases, with 50 per cent having two or more such  diseases (Mu and Jin, 2003). 
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Better health status of elderly populations is strongly associated with the provision of freely 
accessible health services and a social welfare system (Woo et al., 2008). There are more 
opportunities for older people living in urban areas to access health services, not only because 
there are more of them, but also because they are more affordable. It is clear that older people 
have a higher level of medical, nursing and rehabilitation needs and expenses than others.  
Yet most poor older people in rural areas can only access minimally qualified health 
professionals and basic village clinics (Shen, 2001).  
 
Further, there are numerous barriers to rural older people’s access to health care such as their 
geographic isolation, poorly maintained roads and infrequent transport provision (Liu et al. , 
2008). Limited access to financial resources (Zimmer and Kwong, 2003) also imposes a 
major constraint on rural older people’s access to health services because more basic priorities 
such as food, clothing, energy and shelter exhaust available financial resources (Liu et al., 
2007). In the face of more immediately pressing expenses, many will choose not to seek 
health services. This often means that serious illnesses get worse. Most poor older rural 
people have a lower educational background than their urban counterparts, and many of them 
are illiterate (Liu et al., 2007). As a result they frequently experience difficulties in explaining 
their illnesses when they visit doctors in hospitals, especially hospitals in counties and cities. 
They are also often unable to locate the relevant departments and practitioners in hospitals. If 
they are prescribed specific medicines or need further medical examinations, they often do not 
follow up because they cannot read the instructions and do not know what to do in the 
absence of adequate explanation by health practitioners (Jiang and Zhang, 1999).  
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It is evident, then, that there are marked disparities between China’s urban and rural older 
people in relation to their economic resources, social welfare provision, quality of life, health 
status and healthcare access. However, what has not been as well examined and documented 
is the impact of ethnic minority status on the disparities between older urban and rurally based 
Chinese people, especially in relation to health and health care.  
 
Ethnicity in China 
 
The very powerful majority of people in China are Han (Mackerras, 2003). Their oral and 
written Modern Standard Chinese (Mandarin), which is based on Beijing dialect, is the 
dominant language in China. It is also called Putonghua, which means ‘common language’. 
The Chinese state considers that one way to promote  national integration is to have all 
citizens be able to speak the national language, which is Mandarin (Wong and Meng, 1985). 
In addition to the Han, there are 55 state-recognised ethnic minorities in China. The Chinese 
call these ethnic groups shaoshu minzu, which means literally ‘minority nationalities’ 
(Mackerras, 2003). These ethnic minorities are fewer than one in ten of China’s total 
population but occupy around five-eighths of China’s total land area.  
 
These ethnic minorities have their own diversity. Their languages belong to a range of 
different families and branches, ranging from Sino-Tibetan, through Altaic to Indo-European 
(Hannum, 2002; Wong and Meng, 1985; Giles, 1977). Some follow religions developed from 
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the Chinese or practised for centuries among the Han, while others believe in religions not 
normally related to the Han (Wong and Meng, 1985). Because of this, the minorities range 
from peoples who are not very different culturally or ethnically from the Han to those who are 
very different indeed.  
 
Among the 55 ethnic minorities, the Tujia and the Manchus are very similar to the Han 
Chinese. The Tujia mainly reside in Western Hunan Province in Central China while there is 
a significant concentration of Manchus in northeast China. However, the Uygurs and Kazakhs 
who live in Xinjiang in far northwest China are culturally quite different from the Han (see 
p.75). Arguably the most well known Chinese ethnic minority in the west of the country are 
the Tibetans who inhabit vast areas of the country’s southwest (Mackerras, 2003).  
 
Policy context 
The Chinese government has implemented two basic policies towards its ethnic minorities 
(Mackerras, 2003). The first is that no ethnic minority has the right to secede from China and 
establish itself as an independent nation. Secondly, despite this constraint, minorities have the 
right to practise and develop their own cultures, including their own languages and religions. 
These policies have been accompanied by the establishment of five autonomous regions: 
Inner Mongolia, Xinjiang Uygur, Guangxi Zhuang, Ningxia Hui and Tibet (Mackerras, 2003). 
This gives ethnic areas some control over their own budgets and permits them to pass laws 
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applicable to their own territory, although these need approval by the Beijing-based National 
People’s Congress before being implemented. 
 
In accordance with these policies, ethnic minorities have some latitude to influence the 
development of their own areas but with some significant restrictions. Economic policy, for 
example, must be conducted under central state authority and planning, and should give 
priority to the interests of the state as a whole, rather than to individual ethnic areas 
(Mackerras, 2003). Poverty, nevertheless, is much more serious in the ethnic minority regions 
than elsewhere in China. There are also wide economic and social disparities in China 
between the ethnic minority and Han areas. Moreover, these have grown during the period of 
reform since 1978. In spite of rapid economic growth in the ethnic minority regions, the 
growth along the eastern coast and in the Han areas has always been relatively more rapid and 
from a much higher base (Lv and Zhang, 2006; Wong and Meng, 1985). At the same time, 
state intervention in the economy has tended to weaken all over the country, because of the 
trend towards privatisation which has characterised the reform-era policies (Lvand Zhang, 
2006; Wong and Meng, 1985).  
 
 
Socioeconomic differences 
China is home to 55 ethnic minorities that occupy 64 per cent of the country’s total land mass. 
The four largest ethnic minorities are Zhuang, Man, Hui, and Miao people, but the combined 
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total of China’s ethnic minorities comprises only 8.41 per cent of its total population 
(National Bureau of Statistics Population and Employment Statistics Division, 2008). Most 
ethnic minorities live outside the wealthiest provinces and cities in China. These are occupied 
by only a very small proportion of the population. For example, Shanghai and Beijing house 
only 2.2 per cent of the entire Chinese population and they are predominantly of Han ethnic 
origin. Their rates of income are generally equivalent to those of residents in high income 
countries. The second wealthiest provinces of Tianjing, Zhejiang, Guangdong, Fujian, Jiangsu 
and Liaoning (along the east coast) are home to 21.8 per cent of the total Chinese population 
and they are also dominated by the Han. Their income is equivalent to that of middle to high 
level income countries.  
 
The poorest provinces of Guizhou, Gansu, Shanxi, Tibet, and other mid-west areas 
accommodate 50 per cent of the total Chinese population. Their income is equivalent to that 
of low level income countries (Fang et al., 2010; Park et al., 2002). It is in these provinces 
that the majority of China’s ethnic minorities are located (Zhang and Zeng, 2005). Based on 
data from the fifth census, the centre of gravity for the distribution of ethnic minorities moves 
consistently towards Western China. Historically most of China’s ethnic minorities have lived 
in the West and continue to do so, although this is graduallydecreasing. The agricultural 
population is the main component in China’s west and the level of urbanisation is relatively 
low (Zhang and Zeng, 2005). 
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It is also clear that there is a significant difference in income and living conditions between 
rural Han and rural ethnic minority older people. Eighteen per cent of Han older people are 
poor, compared to 31 per cent of ethnic minority older people. By contrast, there is little 
difference (1.6 per cent) between poor Han and ethnic older people living in urban areas 
(Qiao et al., 2006). 
 
Health 
Despite the size and diversity of China’s ethnic minorities, there is only very limited 
nationwide research into their health profile and healthcare needs. Current research on this 
subject is patchy and the research is marred by the lack of a comprehensive and systematic 
approach. For example, one review article pointed out that China lacks epidemiological 
studies on diabetes among large numbers of ethnic minorities (Fu and Wang, 2005). However, 
the limited data available do not suggest that ethnic minorities have better health and therefore 
do not warrant specific study. One recent epidemiological study, for instance, found that 
Zhuang people aged 30 and over have high morbidity from kidney stones (He et al., 2007). 
Moreover, the smaller the size of the ethnic minority, the fewer studies have been done to 
profile the health of their elderly people (Tsinghua Tongfang Knowledge Network 
Technology Company, 2010).  There are limited numbers of studies, for instance, on the 
health and health needs of elderly Luoba, Hezhe, and Elunchun ethnic minorities which are 
small in number. 
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The health of the Chinese population is differentiated by ethnicity (Li and Li, 2008). A study 
of current health and service use among ethnic minorities and Han people living in Jianwei 
County, Sichuan Province (Lv and Zhang, 2006) found that 70 per cent of ethnic minority 
residents are located in poor and remote mountain areas. Their income is low, averaging less 
than 1000 CNY (157 USD) per annum. It is even less than the average income in China in 
1985 which was 293 USD and it cannot compare with the average income in 2006 which was 
2025 (USD) ( World Bank, 2011). In addition, their traditional way of life leads readily to 
disease, especially infectious and digestive system diseases. Health hazardous practices 
include, for example, eating pork from diseased pigs, absence of household sanitation, co-
habiting with animals, sleeping on the ground and limited access to clean drinking water. 
Studies of psychological health among ethnic minority university students show that those 
from poor and remote areas have much higher rates of depression attributable to cultural 
differences (Li and Li, 2008).  
 
At the same time, the psychological health status of some ethnic minority older people  
appears to take a distinctive form  (Zhang et al., 2008). A study conducted in north Xinjiang 
Province found that local elderly Han people are more depressed than their minority 
counterparts. The authors attributed this to the fact that most of the second generation Han 
have moved back to Han-dominated areas, leaving behind their elderly relatives, many of 
whom are in poor health because of the hard living conditions in Xinjiang when they were 
young. These elderly Han people had stable incomes but little social support from relatives 
and friends. Ethnic minorities, by contrast, have lived in north Xinjiang for many generations 
and their elderly are accustomed to the local weather, food and living conditions. While their 
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education is limited, with only a few having obtained primary education or travelled outside 
the region, they live with children and grandchildren and participate in local cultural 
activities.  Despite not having a stable income, they can access agricultural resources.  As 
well, most ethnic minority elderly hold strong religious beliefs and enjoy relatively good 
psychological health (Zhang et al., 2008).  
 
The health of ethnic minorities has been a subject of concern to scholars. The authors of one 
study into reproductive health and health needs among middle-aged and older Chinese Miao, 
Buyi, Shui, Gelao and Dong ethnic minorities in Guizhou Province concluded that the health 
outlook for these groups in rural areas was not optimistic (Lu et al., 2009).In such 
economically underdeveloped regions, many young people move away in search of 
employment, leaving the elderly as the main source of labour at home. Their health status is 
closely related to family income and will in turn affect the healthy growth of children left at 
home. Another study in Xinjiang Province in 2007 found significant differences in health 
status and health needs between urban and rural ethnic minority people (Chen et al., 2008).  
 
The Miao people are one of the 55 ethnic minorities and they are concentrated in socio-
economically impoverished regions that have the highest death rate from infectious disease 
and low rates of health resources and health service development (Fang et al., 2010). The 
following account of older ethnic Miao locates their experiences of health and healthcare in 
the context of prevailing knowledge about the relationship between ethnicity and age among 
rurally based older Chinese people. 
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Health and healthcare among older Miao people 
Australian anthropologist W.R. Geddes wrote in his book Migrants of the Mountains that the 
Miao people living in China and the Jews spreading around the world were the two most 
suffering yet tenacious nationalities in the world (Geddes, 1976). With a history that can be 
traced back thousands of years, the Miao are probably one of China’s best known minorities. 
While ethnic Miao people can be found in a number of countries, China is their original home 
and the majority of Miao continue to live there. Most Miao people are located in Hunan, 
Yunnan, Sichuan, Guangxi, Hubei, and Hainan provinces with smaller numbers in Beijing 
city and in the provinces of Tibet, Xingjiang, and Mongolia.  Besides China, there are Miao 
people in several south-east Asian countries such as Vietnam, Laos, Thailand, and Burma as 
well as further afield in America, France, Canada, Australia, Argentina, and Guyane Francaise 
(Wu, 1992; Fei, 1991). 
 
With a population of 8,940,116, the Miao people form one of the largest ethnic minorities in 
southwest China (Wu, 1992). They are mainly distributed across Guizhou, Yunnan, Hunan 
and Sichuan provinces and Guangxi Zhuang Autonomous Region. A small number lives in 
Guangdong Province and in southwest Hubei Province. Most of them live in tightly-knit 
communities, with a few living in areas inhabited by several other ethnic groups. Much of the 
Miao area is hilly or mountainous, and is drained by several large rivers (China Internet 
Information Center, 2008).  
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Miao language is the main communication tool of ethnic Miao people in China. It has three 
dialects - West Hunan, east Guizhou and Sichuan-Guizhou-Yunnan. Each dialect has its own 
sub-dialects. For instance, there are seven sub-dialects belonging to the Sichuan-Guizhou-
Yunnan dialect. Each sub-dialect has its own dialect branches. The language spoken by the 
elderly Miao people in this study belongs to the first subdivision dialect of Sichuan-Guizhou-
Yunnan sub-dialect (Wu, 1992; Fei, 1991).  The multiplicity of dialects makes it very difficult 
for Miao people from different locations to communicate among themselves as well as with 
non-Miao people. Thus the Miao language itself limits the communication of Miao people 
with the outside world. Since many Miao live with Han people and under the Han education 
system, Miao children and young adults have picked up some Mandarin. However, very 
elderly Miao people still only speak the Miao language. This means they have difficulty 
understanding the most common forms of communication - TV and radio programs - which 
only use Mandarin. 
 
 
Because of their predominantly rural location, the Miao experience many of the associated 
health disadvantages. There are limited studies on elderly Miao’s health and health care. 
Some recent research, however, suggests that there is cause for concern.  It is not possible to 
extrapolate from current data on regional socio-economic and health inequalities to say that 
older Miao people are definitely worse off than their Han counterparts in terms of their health 
because existing data, which demonstrate the poorer socio-economic and health status of 
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those who live in the provinces in which older Miao people are concentrated, do not 
differentiate by ethnicity. Nevertheless, a number of smaller studies of older Miao people 
within these regions are strongly suggestive of such differences. 
 
Literacy and quality of life 
 
Before 1949, over 95 per cent of Miao people were illiterate. After the establishment of new 
China, and especially during the 1980s, the literacy of minority ethnic groups improved 
greatly. However, while from 1982 to 1990 rates of illiteracy among the Miao aged 15 years 
and over decreased from 60.2 per cent to 41.9 per cent, the number of illiterate people  
increased to 16.7 per cent, indicating a new generation of illiteracy (Zhang, 2003). The 
percentage of Miao people who have university and high school education is substantially 
lower than the national average (Chen, 1994). This has significant social and economic 
implications. The higher the level of illiteracy, the greater the negative impact on economic 
development and the harder it is to alleviate poverty (Anson and Sun, 2004). Overall quality 
of life is therefore seriously diminished and awareness of healthy living is limited. Smoking, 
especially of raw tobacco leaves, is common. Such a practice has an increasingly deleterious 
health impact over time (Liu, G.Q.  et al., 2006). 
 
There is no nationwide study of the health of elderly Miao people. Current research on this 
subject is patchy and based largely on small samples. The research is further marred by the 
lack of a comprehensive and systematic approach. The data that do exist however suggest that 
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the health of elderly Miao is likely to be adversely affected by serious social and economic 
constraints. According to a recent European Union survey of older Miao people in 
“Dingdang” province (n=83), 57.8 per cent  reported that their general health was less than 
satisfactory and 22.9 per cent reported poor health  (Yuan, 2004b). These findings are 
consistent with the overall prevalence of chronic disease among Chinese elderly, at 60.0-81.6 
per cent (Hui et al., 2002).In relation todaily social relationships, 48.2 per cent reported that 
they were satisfactory, 43.4 per cent said they were less than satisfactory and 8.4 per cent 
reported that they were unsatisfactory.  
 
Nevertheless, according to the survey, most older Miao people were generally satisfied with 
their current life. However access to basic resources such as clean drinking water is a major 
problem for Miao people and even more constrained for older Miao because of the difficulties 
they have in carrying water and building small dams  (Yuan, 2004b). The other main 
difficulties they reported were financial, reflecting their reliance on relatives – a situation 
shared by older Yi and Tibetan people. Yet, compared to older Yi people, more older Miao 
people reported they were satisfied with their current life (Yuan, 2004b), although recent 
research in Guizhou Province suggests that quality of life decreases with age among Miao 
people (Liu, G.Q.  et al. , 2006).  
 
Health status 
Research investigating the Miao people has focused mainly on their culture, social 
organisation and traditional medicine (Ma, 2005; Ran, 2002) rather than on their health and 
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health care. Nevertheless, there have been some recent small-scale studies of the disease 
profile of older Miao people that are based on local surveys and hospital inpatient data 
collected across a number of provinces (Hubei, Sichuan, Hunan, Guizhou and Yunnan). 
Besides hearing disability (Ge et al., 2002), the most common diseases are related to 
cardiovascular (Zhuang, 1986), pulmonary (Zhuang, 1986; Pen and Lai, 1987), metabolic 
(Yuan, 2004c), and skeletal conditions (Jie, 2002; Liu et al., 2002; Yuan, 2004a). According 
to the Ministry of Health Yearbook (Ministry of Health, 2009), these are the most common 
disease conditions in China, and so the health profile of older Miao people, at least as far as 
these conditions are concerned, appears to be consistent with the population as a whole. 
 
In “Dingdang” Province (see Methodology, Chapter 4), older Miao people  are more likely 
than other minority groups to have systolic hypertension than other types of hypertension 
(Yuan, 2004c; Zhang, 1996; Hu et al., 2006), although there is no difference in the overall 
rates of hypertension among older Miao, Yi and Tibetan people living there (Yuan, 2004c). 
The prevalence rate of hypertension of Miao people is not high compared to that of Tibetan, 
Mongolian, Korean, Kazake and Man (PRC National Blood Pressure Survey Cooperative 
Group, 1995). It is believed that the pattern of hypertension among the Miao people is 
attributable to lower alcohol consumption (associated with consumption of rice wine), lower 
salt intake, and living at higher altitude (PRC National Blood Pressure Survey Cooperative 
Group, 1995).  Although, as another study found, the prevalence of hypertension among Miao 
people aged 35 and over is lower than the national average, their level of knowledge and rates 
of treatment and control of hypertension are also lower (Liao et al., 2008). 
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In “Dingdang” Province (see Methodology, Chapter 4), diabetes and para-diabetes have also 
been found in older people in Miao villages (Yuan, 2004c). Some 83 people aged 60 years 
and over participated in a survey of impaired glucose tolerance (IGT). Fifty (60.24 per cent) 
were in the normal range, 27 (32.53 per cent) were identified as having para-diabetes, and six 
(7.23 per cent) were found to have diabetes. Incidence rates of diabetes, however, do not vary 
among older Miao, Yi and Tibetan people (Yuan, 2004c). The onset of diabetes among these 
groups has been attributed to lifestyle factors (such as eating fatty meat, drinking home-made 
rice wine and smoking), poor living conditions, heavy physical work and delays in seeking 
medical treatment which leads to the development of complications (Wang et al., 2005).  
 
An epidemiological study of helicobacter pylori among middle aged and older Buyi, Miao 
and Han people in Zhenning County of Guizhou province found that this district has one of 
the highest helicobacter pylori rates in China. This was positively correlated with digestive 
tract symptomatology, drinking unboiled water and unhealthy eating habits (Yang et al., 
2009). 
 
Another condition that has received some research attention is joint pain. A small study in 
Guizhou province suggests that Miao people resident there seldom have rheumatism because 
they chew a kind of herb named heiguteng (which is used to cure joint pain) at the beginning 
of Miao festivals throughout the year (Jie, 2002). Among older Miao people in “Taohua“ City 
in “Dingdang” Province, where heiguteng is not consumed, rheumatism is far more 
widespread (Yuan, 2004a). 
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Based on hospital inpatient data from Yunnan province, the rate of osteoporotic fracture and 
kyphosis among older Miao people is comparatively higher than other ethnic groups. 
Researchers suggest that the higher rate of fractures in the Miao aged is related to poor 
nutrition and consumption of tobacco and alcohol (Liu et al., 2002). An investigation of the 
aged deformity in longevous area in Yunnan province found that the rate of fracture disability 
was highest among elderly Miao (Ge et al., 2002). 
 
An epidemiological study of leukaemia among Tujia and Miao people in Hubei province 
showed an increasing trend over the previous 15 years.  Morbidity was high among children 
and elderly people in this area. Leukaemia was more often found among men than women and 
in rural compared to urban areas (Xu et al., 2006). 
 
As the disease profile outlined above shows, there has been limited systematic or 
comprehensive analysis of the health status and experience of older Miao people in China. 
Since 2000, however, the non-government organisation, HelpAge International, with financial 
support from the European Union, has established a partnership with the Centre for Health 
Promotion and Education on Ageing at “Dingdang” University. The aim of this partnership is 
to conduct participatory action research into the health and healthcare needs of older people 
from the Miao, Yi, and Tibetan ethnic minorities. One of the projects was a small study of the 
health status of older Miao, Yi and Tibetan people in “Dingdang” Province, conducted by 
Professor Hongjiang Yuan and his research team, mentioned above. A total of 487 older 
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people were surveyed (83 Miao, 118 Yi and 286 Tibetan). Most reported clinical symptoms, 
primarily joint pain, dizziness or headaches, coughs, palpitations, stomach aches and 
abdominal pain (Yuan, 2004a). The study found that county level hospital statistics on the 
health of older Miao people did not accurately represent the real health status of older Miao 
people because poor older Miao people find it difficult to attend these hospitals for treatment 
due to financial constraints (Yuan, 2004a). 
 
Health care 
 
Similarly, there have been limited studies conducted on the healthcare needs of older Miao 
people.  One such study was conducted in Miao villages in “Diandian” Township using PRA 
(participatory rural appraisal) (Yuan, 2004a). Methods used included observation, focus group 
discussion, individual interviews, compilation of population and resource maps, and recording 
of daily life charts and season calendars. Results from this small study indicate that older 
Miao people lack drinking water, have difficulty in going to the doctor, experience very basic 
living conditions and family support and, when they became older and sick, are unable to 
obtain adequate care and nursing. Half of all those with illness had long term, chronic 
conditions associated with respiratory and heart disease. Because of economic difficulties, 99  
per cent of older Miao people had not used medical and health services (Sun et al., 2003). The 
new Rural Cooperative Medical Scheme began a pilot scheme in this area in 2006. Older 
Miao people’s health and health care access have improved gradually but further research is 
still needed. 
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Conclusion 
 
There are major disparities in health and healthcare access among older people in China that 
are strongly associated with the urban-rural divide. Those living in rural areas are markedly 
more disadvantaged, a situation that reflects the greater poverty and more constrained social 
circumstances that prevail outside China’s rapidly developing cities and their peripheries. 
Older people are especially affected by greater rural poverty, as current Chinese research 
indicates. China’s rural older people, however, are not ethnically homogeneous. There are a 
large number of non-Han Chinese older people resident in rural areas. One of the largest of 
the ethnic minorities among the rural elderly is the Miao, many of whom live in mountainous 
regions that pose significant barriers to access, especially the absence of public transport.  
 
There has been limited research on the health and health care experience of China’s ethnic 
minorities, so current knowledge and understanding of the relationship between ethnicity, 
ageing and health in rural China is limited. Nevertheless, emerging research described in this 
chapter shows that older Miao people are among the poorest of China’s rural elderly and, 
while they tend to report their health as satisfactory, they suffer higher rates of certain disease 
conditions that are closely related to the specificity of their living conditions. Moreover, while 
the health of older Miao people appears to be no worse than other large ethnic minorities such 
as the Tibetans and Mongolians, recent small-scale studies suggest that their access to 
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healthcare is acutely limited and associated with considerable suffering that could be 
alleviated with administration of basic health services. 
 
It is evident that one of the most pressing problems faced by Chinese health policy makers is 
the markedly more limited access that rurally-based older people experience in relation to 
health services. Though there is only emergent research on the role that ethnicity plays in 
relation to this inferior health experience among older rural Chinese, what is known about one 
of China’s largest ethnic minorities – the Miao people – suggests a somewhat bleak picture. 
While there are no reliable, large-scale, comparative data on mortality and morbidity by 
ethnicity in China, the small-scale studies that have been conducted to investigate the health 
and health services experience of older Miao people in rural areas show what appear to be 
unacceptably high rates of certain illnesses. Combined with considerable hardship and 
poverty, and virtually non-existent formal healthcare, it is likely that older Miao people in 
rural areas are among the worst served of China’s older people when it comes to rural health 
policy and services. In the absence of systematic and rigorous research, however, it is not 
possible to say with any certainty what policy makers could do to redress the problem. While 
the health situation of rurally-based older Miao people appears to require prompt intervention, 
a more sound and robust evidence base is urgently needed to ensure that such interventions 
will identify and address the problem most effectively. The following chapter describes the 
approach and method that were developed and applied in this study to furnish much needed 
information and understanding about rurally based older Miao people and their health.  
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CHAPTER 4 
METHODOLOGY 
___________________________________________________________________________ 
 
This chapter discusses the research design and methods used to explore the health and 
healthcare experiences of older Miao people under the new RCMS in a Miao township of 
“Dingdang” Province, in south-western China. It begins by explaining the theoretical 
underpinning of the overall research design. This is followed by a description of the research 
site and the selection and recruitment of the study participants. I then describe the methods 
used to collect, record and analyse the data.  The chapter concludes with an account of the 
steps taken to ensure that the research was conducted in an ethical way. 
 
Research design 
 
Methodologically, this study is informed by a materialist approach that understands health 
and health service experience in terms of people’s everyday life practices and the economic, 
social and political circumstances that shape them (Abromeit, 2011; Asberg and Lum, 2010; 
Dant, 2007; Yardley, 1996). Accordingly, while it is evident - as the preceding chapters have 
shown - that there are health and health care inequities between urban and rural older people, 
and between Han and non-Han older people, there is still much to learn about how these 
disparities work at the level of everyday experience and in terms of the specific social 
dynamics involved in producing it. The study of rural older Miao people under the new 
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RCMS in “Dingdang” Province, then, seeks to investigate how a major national health policy 
in China is experienced by a specific group of Chinese citizens who are already known to be 
disadvantaged in terms of socio-economic and health indicators. In doing so, qualitative 
research methods were the main tools adopted. 
 
As outlined above, the study focuses on exploring the health and healthcare experiences of 
older Miao people, specifically the extent to which the new RCMS has been able to achieve 
its objectives and deliver services that address the basic needs of older rural people such as 
the Miao. However, in order to enrich and strengthen the understandings derived from this 
work, the study draws on accounts of the new RCMS and rural health care from medical staff 
and public sector officials responsible for administering the new RCMS. These two other 
groups of participants are centrally involved in the delivery of the new RCMS, including to 
older Miao people. It is by combining the responses of these three groups that the study seeks 
to provide a detailed and comprehensive analysis of the shape and character of the health and 
healthcare experiences of the older Miao people as they are influenced by the new RCMS. As 
is widely understood within the social sciences, research findings generated by a number of 
participant perspectives can deepen the study’s findings and strengthen their “credibility and 
confirmability”(Morse, 2011, p 403). 
. 
 
The study was designed to capture qualitative data. Qualitative research is sometimes 
criticised by politicians and physical scientists as “soft” and therefore unreliable and limited 
for the purposes of understanding “objective” reality (Denzin and Lincoln, 2011a, p 2). As 
numerous scholars have pointed out, however, qualitative research has much to offer for 
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understanding how social relations and dynamics work across a wide range of social contexts 
and situations (Denzin and Lincoln, 2011b). Indeed, depending on the specific situation or 
context, access to such understanding is only possible through the adoption of qualitative 
research frameworks and methods.  
 
In relation to the health and health care experiences of older Miao people in rural “Dingdang” 
Province, as already discussed (see Chapter 3), quantitative research has provided findings 
that demonstrate a broad picture of poverty, deprivation, ill health and limited access to social 
resources. How these dimensions of the big picture interact, what is generating them, how 
they impact directly on people and what might be done to redress them are issues that lie 
beyond quantitative approaches. Previous quantitative research has also failed to identify 
older Miao people’s health care needs, patterns of seeking health care, their illness experience 
(including “response to illness, adjusting to illness, and living with illness”), their evaluation 
of the new RCMS, and the experiences and practices of their professional care providers and 
public officials. Accordingly, for this study, qualitative methods were judged to be preferable 
(Liamputtong and Ezzy, 2005).  
 
Ethnographic research in particular was well suited to the study objectives, since it “takes a 
more layered and critical approach, examining expression about the site as well as within 
it”(Hamera, 2011, p 318). Previous studies (e.g. Christensen et al., 2011) have demonstrated 
the value of this approach in “providing a site-specific, culturally-appropriate knowledge 
base” (Alcorn et al., 2011, p 801). 
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The research site, sampling and recruitment 
 
The study was conducted in “Dingdang” Province, including “Diandian” Miao Township, 
“Xinghua” County and “Dujuan” County, “Taohua” City and “Guihua” City (pseudonyms 
are used throughout to preserve anonymity of the participants). These counties and cities 
were chosen because they are home to a sizeable population of Miao people. According to the 
Chinese Ethnic Minorities Table in the Chinese Dictionary (Han Dian), “Dingdang” Province 
has two counties – “Xinghua” County and “Dujuan” County – each of which contains a 
significant Miao population. I had also previously worked in these areas as a volunteer in an 
EU-funded action research program.  As a result, I was familiar with the area and had 
established my credibility with local leaders.  
 
Gaining access to this group is not an easy task in China, given the government’s sensitivity 
around the issue of its ethnic minorities. The Chinese Government is sensitive to the potential 
for ethnic conflict to destablise the environment for economic development (Pan and Tan, 
1999). Before fieldwork commenced, my supervisor and I engaged in extensive consultations 
involving key stakeholders from the University of Sydney, a senior academic in China, and 
Chinese government managers at provincial and local levels. After the relevant endorsements 
had been obtained, the project was submitted to the Human Research Ethics Committee of 
the University of Sydney for final approval.  
 
As previously explained, three groups of participants were involved:  older Miao people, 
public sector staff employed as policy and administrative officers in the department 
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responsible for rural health and the new RCMS, and  medical staff who are employed as 
managers and service providers in public and private hospitals in “Dingdang” Province. 
 
Snowball sampling, as described by Patton (2002, p 237), was used to identify “information-
rich key informants.” I began by asking “well-situated people” (Patton, 2002, p 237) –in this 
case, older Miao people and some city and county level leaders, - who would be useful 
participants in the study.   
 
For the older participants, the only selection criteria were that they were aged 60 years or 
above and were of Miao ethnic background. In recruiting these participants I was assisted by 
the chairman of the local Older People’s Association (OPA) and by several young trainee 
health professionals who had participated in the EU project. All local people were well 
acquainted with the villagers and facilitated my access through introductions to older 
residents.  
 
Public sector officials were selected on the basis of their involvement at some level in the 
administration of the new RCMS. I ensured that the sample included at least one 
representative official from each of the relevant levels of administration: national, city, 
county, township and village. National and provincial level participants were recruited on my 
behalf by a senior academic at “Dingdang” University who supported my project. City and 
township participants were recruited by a senior city official, while introductions to the 
village level officials were secured by the OPA chairman and trainee health workers 
mentioned above.  
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For local health professionals and managers, the only selection criterion was direct 
involvement in some capacity in the delivery of healthcare services for local older Miao 
people, whether in public (i.e. new RCMS designated hospitals/clinics) or private facilities. 
Again, I was assisted in recruiting some of these participants by local officials; others I 
approached directly.  
 
Data collection and recording 
 
Data were collected between the 31st of January and the 29th of April, 2008. A mixed 
method approach to data collection was employed involving semi-structured interviews, 
focus group discussions and participant observation.   
 
Semi-structured interviews 
 
Semi-structured interviews were conducted with all three groups of participants. In this type 
of interview, a core group of topic areas relevant to the research question is prepared but the 
sequence can be varied and participants are free to raise other topics as they wish.  This 
allows the exploratory nature of the study to be maintained (Sarantakos, 1998; Bryman, 
2001).   
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Interviews were digitally recorded and later transcribed in full.  I used two digital recorders as 
a precaution against equipment failure. These were set up prominently on a table or chair 
between myself and the interviewee, and were switched on as soon as possible after 
permission was granted.  Most interviewees paid little attention to them. Audio-recordings 
were supplemented by notes, which supplied additional information about interaction before 
or after the recording period as well as observations about other aspects such as the 
appearance of the interviewee and their home or work environment.  
 
 
Interviews with older Miao people 
 
In all some 36 semi-structured interviews were conducted with Miao participants, lasting 
between 45 and 60 minutes (average 53 minutes). Interviews were conducted in the home of 
the elderly person for their comfort and convenience and in the expectation that they would 
feel able to express themselves more freely. Of the total, six interviews were conducted with 
elderly couples. In a further 20 interviews, third parties (14 sons, five daughters-in-law, one 
neighbour, one son-in-law, three grandchildren, one niece) were present to assist the process. 
In two extreme cases most responses were provided by the relative on the older person’s 
behalf.  Because some elderly participants spoke only Miao, an interpreter was required to 
translate the questions and answers into Mandarin. 
 
The interviews collected basic demographic data (see Appendix A) as well as participants’ 
responses to open-ended questions designed to elicit accounts of their experiences in relation 
to the new RCMS, with particular focus on the extent to which the present system meets their 
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needs, how it compares with previous arrangements, and what problems or gaps remain. The 
full interview schedule is included at Appendix B. 
 
Interviews with health professionals and managers 
 
Semi-structured interviews were conducted with ten medical staff members: two doctors 
from the village clinics, three private doctors in the villages, one doctor (who was also a 
manager) from the township hospital, one doctor (who was also a deputy-director) from the 
county hospital, one nurse from the county hospital and two managers (one of whom was also 
a Chinese traditional medicine doctor) from the two private hospitals in the county. They 
ranged in age from 24 to 64 years and included both Miao and Han people. Most health 
professional interviewees arranged clinic-based interviews.  The interviews collected basic 
demographic data (see Appendix C) as well as responses to open-ended questions about their 
experiences in delivering health care to older Miao people, both in general terms and 
specifically in relation to the role of the new RCMS (see Appendix D). 
 
Interviews with public officials 
 
Individual interviews were conducted with eight officials (seven male, one female), of whom 
three were Miao and five Han. They included a professor and key member of the Ministry of 
Health’s New Rural Cooperative Medical Technology Steering Group, five officials from 
“Diandian” rural township including the retired Director, and three from the village, 
including the Vice-Chairman of the Older People’s Association (OPA) in “Meihao” village. 
The village officials chose to be interviewed at home; all other interviews were conducted in 
participants’ offices. All the officials could speak Mandarin. The interviews collected basic 
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demographic data (see Appendix E) as well as their assessments of how well the new RCMS 
was functioning, both in general terms and specifically in relation to the older Miao 
population (see Appendix F). 
 
Focus group discussions 
 
Focus groups are “collective conversations or group interviews” and have been widely used 
in social research. Focus group research has been described as “a key site where pedagogy, 
politics, and inquiry intersect and interlaminate each other”(Kamberelis and Dimitriadis, 
2011, p 545). It can produce data which interviews and observations are not able to, 
therefore, it can have “particularly powerful knowledge and insights”(Kamberelis and 
Dimitriadis, 2011, p 559).  Focus groups are said to be particularly advantageous “when 
interviewees are similar and cooperative with each other, when time to collect information is 
limited, and when individuals interviewed one-on-one may be hesitant to provide 
information” (Creswell, 2007, p 133). As with individual interviews, the process involves 
working with a set of broad topic areas while allowing flexibility regarding sequencing and 
participant input. I facilitated the focus group discussions with health professionals/managers 
and with public officials.  These were digitally recorded and transcribed. 
 
The former comprised seven health professional participants, of whom three were 
interviewed individually afterwards. Three health professionals were from the Miao township 
hospital and four from the township’s public village clinics. None of them were medical 
university graduates, one having graduated from elementary school, two from junior high 
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school and the rest from medical training schools.  The broad topic areas covered were 
essentially the same as those for individual interviews (see Appendix G). 
 
Two separate focus group discussions collected data from local public officials. One was held 
in a local government conference room in “Taohua” City. Three people participated: the 
deputy director of a city level Health Bureau, the chief of the RCMS office in a city level 
Health Bureau and the Chairman of the Fund for an Underdeveloped Area. The other, held in 
“Xinghua” County, included the director and deputy director of “Xinghua” County Health 
Bureau, the chief of the RCMS office in “Xinghua” County Health Bureau, the former 
Chairman of the Fund for an Underdeveloped Area, and the Secretary of “Xinghua” County 
Health Bureau. The broad topic areas covered were the same as for the individual interviews  
(see Appendix H). 
 
 
 
Participant observation 
 
Participant observation is a method in which the observer takes part in the daily life of the 
people under research, observing things that happen, listening to what is said, and questioning 
people, over some length of time (Becker and Geer, 1957). Observation has been described as 
the base of all research methods, through which “both human activities and the physical 
settings where such activities take place” can be documented (Angrosino and Rosenberg, 
2011, p 467). This enables the researcher to “produce valid and reliable data” (Angrosino and 
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Rosenberg, 2011, p 467). I conducted participant observation among all three groups of 
participants.  Observational data were recorded in the form of field notes. 
 
Impact of observer in participant observation or the people who I am observing – this issue 
has attracted considerable scholarly commentary (Taylor, 2002). For example, early in the 
1955, there were scholars pointed out that during the process of participant observation, “the 
role of the observer may be passive or active. In either case affective involvement with the 
observed develops inevitably and may range from sympathetic identification to projective 
distortion. The form it takes is a function primarily of the observer's experience, awareness, 
and personality. Anxiety and bias are sources of distortion, and their adequate handling is a 
major problem in refining the human instrument for gathering data.”(Schwartz and Schwartz, 
1955) 
 
With older Miao 
 
I spent three months conducting participant observation in a rural Miao township and its 
environs.  During this time I lived in three different homes in three villages, sleeping there 
and eating with the respective families. The participants who so generously shared their 
homes with me were:  the Miao chairman of the OPA in “Meihao” village; a Miao trainee 
health worker in “Shitou” village; and a Han trainee health worker in “Baobei” village. 
During the day (and occasionally in the evening) I would spend time in various field trips, 
including visiting older Miao people in their homes.  
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In this way I was able to immerse myself in the day-to-day lives of older Miao people, 
observing their daily activities, the health-related amenities available to them (such as 
drinking water and personal hygiene facilities) and general household living conditions. I also 
participated in other ways, such as attending the monthly activities of the Older Miao 
People’s Association. 
 
As well as attending to what was occurring around me - that is, to what could be seen, heard, 
smelt, felt and even tasted -  I paid attention to my own experience, behaviours and the effect 
the latter had on those around me.  While not disguising my role as a researcher, I was keen 
to avoid appearing conspicuous as an “outside scholar”. In preparation for fieldwork, for 
example, I had borrowed or purchased the type of clothing that would help me to blend in to 
the local environment (Bailey, 2007).  These included some very old-fashioned clothes from 
my mother’s wardrobe and a pair of Jie Fang Pai shoes(a kind of walking shoe for army men 
but very popular in the countryside).   
 
With health professionals and managers 
 
I was able to observe the daily life and working conditions of one rural township hospital 
director, two county private hospital managers and one village clinic health professional.  
 
The township hospital is located close to the government building where sleeping 
accommodation is provided for lower level public officials on the 3
rd
 and 4
th
 floors. These 
officials are required to spend their week nights here because their homes are a considerable 
distance away.  Except when on duty, they only travel home on weekends. I lived in one of 
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these bedrooms for several days and also made frequent visits to the director’s home, which 
is near the hospital.   
 
One manager of a private county hospital also invited me to spend time in his hospital, which 
he owns, and to visit his living quarters on the top floor at the conclusion of my interview 
with him.  The second manager rents the building where he runs his hospital, where he also 
lives in a single room.  
 
The village public clinic health professional has a flat with four rooms used, respectively, for 
medical consultations, patient observation, storage for medical supplies and an injection room. 
It is a requirement that he be on duty 24 hours a day. Since he is the only staff member, he 
has to use his medical consultation room for cooking and sleeps in the observation room 
when there are no patients.  As well as obtaining first hand observations of these participants’ 
living and working conditions, I also participated in related activities, such as accompanying 
rural township and village clinic health professionals when they conducted an immunisation 
program at the Miao township primary school. 
 
With public officials 
 
During my field work I also observed the daily activities and working conditions of rural 
township officials. Among other things, I took part in the celebration of Women’s Day and 
helped them with cleaning around their office building.   
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Data preparation and analysis 
 
This section describes how the collected data from each of these techniques were processed 
into a form that could be analysed, and how these analyses were conducted.  
 
Interview and focus group data 
 
For any interview data, the audible text remains the “primary document” (Moerman, 1990), 
which is processed into a transcription to be available for analysis.  I personally transcribed 
the individual and group interviews as fully as possible, including vocal sounds such as “ahs” 
and “ums”.  Very small sections of some interviews were omitted because I could not 
understand what was being said.   
 
All the interviews were first transcribed in Mandarin and then imported directly into Nvivo7 
software before being coded in English. Data analysis began with the application of codes to 
the qualitative data.  Coding, as the core of qualitative data analysis (Bernard and Ryan, 
2010), involves “classifying or categorizing individual pieces of data – coupled with some 
kind of retrieval system” (Babbie, 2007, p 384).  In other words, multiple pages of text are 
broken up so that meaningfully related segments of text can be grouped together in later 
analysis (Bailey, 2007).   
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The interview and focus group discussion data analysis involved, first, line-by-line coding; 
second, thematic coding; third, comparative coding; and fourth, coding by questions. Tables 
4.1 – 4.4 below use examples from my data to illustrate each of these processes. Each step 
builds on the preceding step to identify categories of data and generate themes. 
Table 4.1: Exemplar of line-by-line coding 
Line-by-line Coding Example 
 
Townships and 
counties 
 
Health professionals 
 
Qualified 
professionals 
 
Medical graduates 
 
Hospitals 
 
Not only Diandian Township, but also the whole county. Xinghua County does  
 
 
not attract such professionals. At a meeting of personnel working in the public  
 
health system we were told that professionals qualified in medical imaging are  
 
not willing to work here. Even graduates with a bachelor’s degree do not want  
 
to work in the county-level hospitals. [Y1] 
 
 
 
 
 
 
Chapter 4:Methodology     Page 105 
Older Miao People and Rural Health Policy in China 
Lin Yuan, University of Sydney, 2012 
 
Table 4.2: Exemplar of thematic coding 
Thematic Coding Example 
             
Fees 
 
90 per cent of hospitals have an upfront “gate fee” or patient 
contribution.[G1] 
 
Private hospital charges are lower than those in the public sector. [G1] 
 
 The government has taken measures to reduce the price of medicines several  
times, and it has tried to reduce their inflated prices. However, the results have 
not been satisfactory.[G1] 
 
The “Dingdang” Province government subsidises village doctors to the tune of 
1200 CNY per annum. It is adequate because village doctors also undertake 
agricultural work.[G1] 
 
We always paid 30 or 40 CNY to buy some herbal medicine and then left. We 
never knew [anything about] those [RCMS] things.[M9] 
 
We know that we can use the money on our new RCMS booklet account. 
However, my husband is very ill and we went to the village clinic in a hurry and 
forgot to take the new RCMS booklet. We just owed the doctor and planned to 
pay him back later. [M23] 
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         Table 4.3: Exemplar of comparative coding 
 
 
 
Comparative Coding Example 
Theoretical 
coding 
Grounded  
coding 
 
 
 
If I have money, I go to see a doctor. If not, I just die. I 
have lived for over 60 years and I have grandkids already. 
That’s enough. [Participant M36] 
 
 
At present the Diandian township hospital is not a good 
hospital. It costs me money but it cannot cure my diseases. 
[Participant M3] 
 
In our countryside, when these older people are sick, they do 
not go to see a doctor until they really have to. Most rural 
older people are like this. One reason is because of the 
inconvenience of where the hospitals are; the other is 
because of the inconvenience of the traffic. The delay means 
that their mild disease always becomes serious. Then they 
go to see a doctor.[Participant M6] 
 
Every two or three years I will buy a new item of clothing. If 
I have not got money, I will not buy any. I can only buy new 
clothes when I have money. [Participant M29, a 73-year-old 
woman]  
 
 
 
 
 
 
Rurality 
 
Financial 
constraints on 
access 
 
 
Insufficient 
medical resources 
and health 
professionals 
 
 
Transport 
barriers 
 
 
 
 
Financial 
constraints on 
living 
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Table 4.4: Exemplar of coding by questions 
Coding by questions Example 
 
 
 
What are the issues on 
the new RCMS 
reimbursement?     
It is quite far for us older Miao to see a doctor in the local township or county 
hospitals. However, we can only apply for reimbursement if we are admitted in 
the township or county hospitals. This is inconvenient to us older Miao people. 
[Participant M4] 
To apply for reimbursement, we older people need to go to “Huanhuan” 
township to do photocopies and pay people to type the documents into the 
computer. We cannot read because we never went to school. It is hard for us to 
find a place.  [Participant M2] 
We know that we can use the money on our new RCMS booklet account. 
However, my husband is very ill and we went to the village clinic in a hurry 
and forgot to take the new RCMS booklet. We just owed the doctor and 
planned to pay him back later. [Participant M23] 
We do not know about the [new RCMS]. We always paid 30 or 40 CNY to buy 
some herbal medicine and then left. We never knew [anything about] those 
[RCMS] things.[Participant M9] 
 
 This kind of systematic data analysis method is commonly adopted in qualitative research 
(Boeije, 2010; Hesse-Biber and Leavy, 2011; Bernard and Ryan, 2010).  Demographic data 
were summarised using a frequency table.  Somewhat unexpectedly, the 17 socio-
demographic face-sheet items at the beginning of the interviews generated a great deal of 
rich, additional data. Participants often contributed lengthy responses to these questions. 
Since the whole interview was recorded, this information was captured and incorporated into 
the in-depth analysis.  
 
 
 
Chapter 4:Methodology     Page 108 
Older Miao People and Rural Health Policy in China 
Lin Yuan, University of Sydney, 2012 
Participant observational data 
 
The raw data from this took the form of my extensive field notes, in Mandarin. These were 
also transcribed and imported into Nvivo7 software for thematic content analysis. 
 
Integrating the data 
 
The data were drawn together in a number of different ways, primarily in relation to the 
purposes and demands of the substantive topics reported and analysed in the various 
“findings” chapters (5 – 7). For example, in Chapter 5, observation data, demographic data 
have been integrated to explain the Miao older people’s everyday life. In Chapter 7, interview 
data and focus group discussion data have been integrated to explain the public officials’ 
perspectives on the new RCMS.  
 
Ethical considerations 
 
Ethical approval for the project was obtained from the Human Research Ethics Committee 
(HREC) of the University of Sydney on 24 April 2007.  Participant welfare was a paramount 
concern throughout the research. The ethical principles of informed consent and voluntary 
participation were central considerations at all times.  
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Obtaining informed consent for interviews was generally straightforward. Prospective 
interviewees were approached – either directly by myself or by intermediaries, as previously 
explained - and asked if they would be willing to be interviewed. If they showed interest, I 
provided them (verbally) with further details.  If they continued to be interested, I gave them 
the Information Sheet in both Chinese and Miao language (Appendix I; English translation 
also at Appendix I); if they could not read, I read it aloud to them.  This included a 
description of the objectives and nature of the research, details of my (and my supervisor’s) 
role and the time commitment asked of them.  It was made clear that participation was 
voluntary – they could refuse or withdraw at any time, without penalty.  The Statement also 
sought permission for the digital recording of the interview and informed them that they 
could ask for the recorders to be turned off at any time.  Information was also provided about 
the means by which their personal information would be kept confidential.  Finally, the 
Information Sheet offered the opportunity for the interviewee to discuss any concerns with 
my supervisor or a representative of the University’s Human Research Ethics Committee 
(HREC).  Written consent was then obtained by the participant’s signing or – in the case of 
those who could not write, finger stamping - of the Consent Form (Appendix J).  
 
I had to use a different approach to obtaining consent in the context of participant observation, 
where providing detailed information about the project in advance was not always possible.  
As has been widely noted in discussions of ethnographic research, there is often a “lack of fit 
between ethical guidelines and the practical reality of fieldwork” (Perez-y-Perez and Stanley, 
2011, p 1). While conducting fieldwork, I always tried to identify myself to potential 
informants as quickly as possible and to provide some verbal information about the project. 
This was not possible when my observation did not include any verbal interaction.  
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To ensure participant confidentiality, all recorded data were anonymised.  On all transcripts 
and notes, participants were identified only by a code name (an alphabetic letter plus a 
number). Interview recordings and transcripts were kept securely in a locked filing cabinet, 
and the computer files associated with the project were stored under password access on my 
personal computer and were accessible only to myself and my supervisor.  The participants 
were assured that they would not be identifiable in any publication arising from the research.  
As noted above, all place names have been changed. 
 
Due to time constraints on my presence in the field, my ability to provide feedback to 
participants was limited. I did however deliver an oral presentation summarising the key 
findings to the rural township level officials.   
 
Conclusion 
 
This chapter has presented the main methodological considerations which guided my 
research. Semi-structured interviewing, participant observation and focus group discussions 
comprised the methods used to inform this study.  Information was also presented on the 
steps taken to protect participants from harm and obtain their informed consent.  The next 
chapter presents my findings related to older Miao people’s health and health care 
experiences under the new RCMS. 
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CHAPTER 5 
OLDER MIAO PEOPLE’S HEALTH,  
HEALTH CARE AND EVERYDAY LIVES 
 
_____________________________________________________________________ 
 
This chapter draws on my interview and observational data to provide an in-depth 
description of the health and health care experiences of older Miao people in 
“Dingdang” Province, with particular focus on their perceptions of, and attitudes 
towards, the new RCMS. 
 
Socio-demographic profile of participants 
 
Table 5.1 summarises the socio-demographic characteristics of the 36 older Miao who 
participated in interviews. The sample comprised equal numbers of men and women 
from three villages. The average age was 73 (range 60 - 92 years), with the majority 
(n=20) aged between 60 and 74. Four participants were aged 85 years or older. The 
educational level was low, with two-thirds (24) being illiterate, three having some 
primary school education (from several days to several terms) and nine participants 
with a primary school education. Most were in married partnerships but over one-
third (13) were widowed at the time of interview. Except for one retired primary 
school teacher, all participants were agricultural workers.  
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Table 5.1: Sociodemographic characteristics of older Miao participants (2008) 
 
Participant Age Gender 
 
Marital 
status
1
 
Income 
CNY p.a.
2
 
Income 
USD p.a. 
Education Completed Occupation Religious 
affiliation 
M1 69 M M 1,000~2,000 150~300 Primary school Agricultural worker None 
M2 66 F M 1,000~2,000 150~300 None Agricultural worker None 
M3 64 M M 1,000 150 None Agricultural worker None 
M4 68 M M 25,400 3,800 Primary school Agricultural worker Buddhism 
M5 81 M M 10,000 1,500 Primary school Agricultural worker Miao
4
 
M6 76 M M 20,000 3,000 Primary school Agricultural worker Miao 
M7 65 M M 15,000 2,240 Primary school Primary school Teacher Miao 
M8 83 M W 15,000 2,240 Primary school
3
 Agricultural worker Miao 
M9 81 M M 720 110 None Agricultural worker Miao 
M10 76 F M 720 110 None Agricultural worker Miao 
M11 84 M W 13,000 1,940 Primary school
3
 Agricultural worker Miao 
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M12 85 F W 6,500 970 None Agricultural worker Miao 
M13 75 M M 1,500 224 None Agricultural worker Miao 
M14 74 F M 1,500 224 None Agricultural worker Miao 
M15 64 M M 2,000 300 Primary school Agricultural worker Miao 
M16 73 M M 10,000 1,500 None Agricultural worker Miao 
M17 77 F M 10,000 1,500 None Agricultural worker Miao 
M18 68 F M 20,000 3,000 Primary school Agricultural worker Miao 
M19 85 M M 11,800 1,761 None Agricultural worker Miao 
M20 64 F W 2,700 400 None Agricultural worker Miao 
M21 81 F W 10,000 1,500 None Agricultural worker Miao 
M22 70 M W 10,000 1,500 Primary school Agricultural worker Miao 
M23 60 F M 15,000 2,240 None Agricultural worker Miao 
M24 60 M M 13,000 1,940 None Agricultural worker Miao 
M25 62 F M 13,000 1,940 None Agricultural worker Miao 
M26 92 F W 20,000 3,000 None Agricultural worker None 
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M27 82 F W 20,000 3,000 None Agricultural worker Miao 
M28 71 M M 10,000 1,500 Primary school Agricultural worker Miao 
M29 73 F W 6,000 895 None Agricultural worker None 
M30 89 F W 2,000~3,000 300~450 None Agricultural worker None 
M31 75 M M 4,300 642 Primary school
3
 Agricultural worker Miao 
M32 68 F M 4,300 642 None Agricultural worker Miao 
M33 74 F W 6,000 896 None Agricultural worker Miao 
M34 75 F W 1,800 270 None Agricultural worker Miao 
M35 60 F D 1,000 150 None Agricultural worker Miao 
M36 64 M W 1,500 224 None Agricultural worker Miao 
1
 M – Married, W – Widowed, D – Divorced 
2
 Most participants could not express their income in monetary terms. They reported the annual produce they sold in terms of kind and quantity.  One farmer 
for example, reported he sold three pigs, one cow and 3,000 kg of corn in the year prior to interview. Another described his income in terms of his sale of a 
quantity of silkworms and other agricultural products. Others reported quantities of chillies, tobacco, corn and various livestock. The annual income expressed 
in Chinese Yuan (CNY) has been calculated according to the prices for the specific agricultural products in “Dingdang” province in 2008. 
3
 Participant attended several terms of Primary School only. 
4
Miao=Affiliation to Miao religious practices. 
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The majority had little or no money coming into the household and could not provide 
an estimate of their annual income in financial terms. For instance, for M9 and M10, 
those with the lowest income, it was 200kg of corn plus 360 CNY (53 USD) pocket-
money; participant M34 reported that her annual ‘income’ was 1000kg of corn and 
two pigs;  and for participant M20 it was 1500kg of corn. The annual income of 
participant M4’s family was the highest at 20,000 CNY (2964 USD) plus 3000kg of 
corn. According to the current market price of corn in “Dingdang” province, 3000kg 
roughly equals 4890 CNY (725 USD).  Participants M13 and M14 had the lowest 
income - five CNY (0.7 USD) per month provided by their children to buy salt and 
rice and pay electricity charges.  Two participants’ annual income fell below the 
national poverty line of  600 - 800 CNY (89 - 119 USD) per year for the middle and 
western rural areas of China (Central People's Government, 2007).  
 
As noted earlier, many elderly Miao people, particularly the oldest-old amongst them, 
can only communicate in the Miao language. There were 10 participants who could 
not speak Mandarin. Some of the young-old participants spoke both Miao and a local 
dialect of Mandarin. Despite this language barrier and the resulting reliance on 
interpreters during interview, the elderly participants were generous and open with me 
in talking about their everyday lives, including their experiences of health and 
healthcare.  What follows is an overview of their stories and circumstances. 
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Everyday life 
 
Family and living arrangements 
 
Because the Miao are an ethnic minority, they do not need to abide by China’s one 
child policy. The 36 participants had an average of four children and five 
grandchildren.  Most (n=19) had between six and 19 grandchildren and five had great 
grandchildren. 
 
In accordance with Chinese tradition, most participants (34) lived with sons and their 
families. Because adult male siblings often seek to share the care of their parents, two 
older couples lived separately - the husbands lived with the oldest sons, and the wives 
lived with the younger sons. One 85-year-old man (M19) in such an arrangement 
commented that: “It is convenient. She is almost blind and I visit her often during the 
day. ”  
 
Although they lived under the same roof with their sons’ families, three couples ate 
separately from them. This suggests that the generations did not share the same 
standard of living. For example, couple M13 and M14 have four sons. Their tiled-roof 
house has been divided into four parts. They live with their youngest son in one 
section while the other three sons live in other rooms with their families.  According 
to M14:  
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Every day we only cook one small bowl of rice and that is enough for our meals 
during the day. We never eat with our sons and daughters-in-law because our 
schedule of eating and rest never matches theirs. It is convenient to separate [these 
activities]. 
 
Similarly, couple M1 and M2 live in the same house with their daughter-in-law and 
grandchildren following the death of their son “but we eat separately.” 
 
The tiny minority who lived alone were not without family support. Participant M34, 
a 75-year-old widow, used to live with her youngest son but he had left the mountains 
to seek casual work six years ago and had not returned. A niece who lived nearby 
visited her on a regular basis. 
 
Some elderly Miao assumed responsibility for the care of their grandchildren. One 
couple (M1 and M2), for example, helped their daughter-in-law to raise her children 
after their son died. A 13-year-old grandson of participant M16 reported that he and 
his little sister grew up with their grandparents and their father because their mother 
ran away from their impoverished family. The abandonment of family is, in fact, 
common in poor rural areas (Wang, L.G., 2008; Zhou and Liu, 2009). In this study, 
participants reported that it often occurred in their villages, with men leaving to seek 
work and women “running away”, never to return. For instance, participant M35 
described how: “My husband and sons go out of the mountains for casual jobs in the 
big towns and cities. They seldom give me a call. My husband has never come back in 
six years.” 
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Access to child care was a major problem for the Miao community. Recent 
government policy had seen the merging of villages and the number of kindergartens 
had been reduced. This caused difficulties for parents, some of whom were obliged to 
walk three hours each day accompanying their children to kindergarten in the early 
mornings and picking them up at midday. A large number of older Miao participants 
complained that their grandchildren were not cared for adequately at kindergartens. 
They reported that children in kindergartens were only given two lollies each for 
lunch. There is no government financial support for kindergartens, and teachers 
depend on tuition fees collected from parents for their salaries and to buy toys. The 
tuition fee for each child ranges from about 110 Chinese Yuan to 140 Chinese Yuan 
per term of three to four months. Some parents were forced to withdraw their children 
from kindergarten because the time spent in travel reduced their time for work.  
 
Housing 
 
Accommodation for elderly Miao people has been greatly improved in recent years. 
The vast majority (31) of the elderly participants were living in new brick houses with 
their families. The remainder lived in older, traditional tiled-roof houses and huts. 
These housing developments are the direct result of government action, as participant 
M4 reported: 
Before 2003, older Miao people lived in huts. The government plan was [called] 
‘Destroy Huts’ and this plan subsidised peasants 4000 CNY per household to build 
new brick houses.  Now 70 to 80 per cent of houses here are made of brick. 
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The subsidies, however, did not extend to furniture. Thus participant M4 and his wife 
lived with one of his sons, daughter-in-law and two grandsons in a new brick house 
they had built but it contained no furniture.  He said: “We still have some debts from 
building this new house. When we pay off all the debts, we will buy furniture.”  
 
I lived in this house for a few days during fieldwork. Their old tiled-roof house 
remained next door and was used for raising livestock (pigs, cows, chickens, ducks, 
etc.) The downstairs rooms in the new brick house were used for cooking, storing 
seeds and tools, praying and dining. There was a stove for warmth in winter which 
was also used for drying clothes. The new-style stove had a filter that reduced the 
smell of burning coal, but the fumes were still strong enough to induce headaches. 
They had no mop and the bamboo broom used by the son to clean the house was 
ineffective in removing the mud and dust they brought in after working in the fields.  
While there was a toilet upstairs, it was dirty and smelly because there was not 
enough water to flush it, and there was no toilet paper holder. Because the toilet was a 
squat style, it was difficult for elderly people to use. (Nonetheless it was a significant 
improvement on the condition of toilets in the older tiled-roof houses.) There was no 
room for a shower. In winter time, they warmed the water in the same wok used to 
cook food and poured the hot water into another basin for washing face, hair and feet. 
They seldom showered in winter time but in summer adults always used a basin of hot 
water to shower in their upstairs bathroom. Their children always used cold water 
drawn from the mountains through bamboo or plastic pipes to have a shower in their 
front or back yard. 
Chapter 5: Older Miao People’s Health, Health Care and Everyday Lives     Page 120 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
 
A few older Miao still lived in the tiled-roof houses scattered in the mountains.  
Comprised of a single storey, they have mud floors and very limited ventilation. It is 
extremely humid in wet weather and dim at night. These houses contain some 
minimal furniture (bamboo chairs and wooden benches) but toilet facilities are 
primitive. They are typically located where pigs are kept. Participant M19, an 85-
year-old man who lived in a tiled-roof house, commented that one of his greatest 
difficulties was the absence of a toilet in his house. The old style houses also lack a 
proper shower room: showering takes place in a room that has a round hole along the 
wall to allow the water to flow outside. Alternatively, people carry a big basin of 
warm water with a small piece of towelling on their shoulder for a shower in their 
“toilet”. 
 
Two elderly Miao participants (M30 & M35) still lived in huts deep in the mountains. 
The ceilings were made of old straw and the walls of mud and bamboo. The huts had 
two small bedrooms and one small kitchen. There was no toilet or bathroom, nor any 
windows. The doors were made of pieces of old clothing or plastic. It was very dim at 
night and the ditches surrounding the tiny huts were smelly.  
 
By living among the Miao people, I was able to observe the adequacy of participants’ 
living conditions. In all types of housing (brick, tiled-roof or hut), few bedrooms had 
proper windows. Some had only window frames, allowing wind and insects to enter 
the rooms. Others had plastic on the window frames and some had no windows at all. 
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For example, participant M20, a 64-year-old woman, lived with her son in a new 
brick house that had no doors and windows that only had frames. Since there were no 
wardrobes in most of the houses, the elderly Miao used plastic fertiliser bags for 
storing clothes. Most slept in beds which were dirty and damp. 
 
Every family of older Miao people had one large steel mug or several small steel 
mugs for drinking tea. There were no teapots and the Miao used thermoses to make 
and keep tea. Family members and guests shared their tea out of the same big mug. 
Family members and guests also shared the same wooden basin and hot water to wash 
their feet at night, putting a brush used to clean dirty shoes in a face-washing basin. In 
the kitchens of elderly Miao, there were always two large woks. They were used for 
cooking different types of food, both for humans and for pigs, and for warming water 
for showers. Chopsticks and bowls were seldom cleaned properly or disinfected after 
use. 
 
Work, deprivation and poverty 
 
Most participants reported that they were dissatisfied with their basic material 
resources, especially those relating to food, clothing, and housing. Some expressed a 
desire for more nutritious food and better clothes, while a few wanted improved 
housing. Some participants, however, expressed no unmet needs and reported that 
they were satisfied with their current lives.  
 
Chapter 5: Older Miao People’s Health, Health Care and Everyday Lives     Page 122 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
Before “liberation”, most participants had worked in factories or as nannies in their 
landlords’ houses. They expressed considerable gratitude to and enthusiasm for the 
Chinese Communist Party for having “saved their lives” and brought them “improved 
living conditions”.  So despite the constraints they reported in relation to the quality of 
food, water, clothing and housing, they felt very satisfied with their way of life: 
Look, the water-saving pond was built up last year. Now, when I need water, I only 
need remove the lid on the plastic pipe which is used to draw water from the pond 
and the water can ‘automatically’ come out. It is very convenient. [Participant M8, 
83-year-old widower] 
I always tell my sons that they are very lucky to live in this society. Look, it is easy 
for them to find a casual job anywhere and everyday they can earn at least tens of 
Chinese Yuan. If I were young and healthy, I could earn lots of money and build a 
new house within two years. I would say that the society [the Chinese government] is 
good to our people. [M9, 81-year-old man with poor health] 
 
There are no retirement schemes for these elderly Miao
§
 so poverty is common. 
Making a living is difficult when they become too old to work in the fields. Their 
main financial support then comes from their children since they would not be able to 
support themselves. According to the participants, it was not enough simply to grow 
rice, corn, and sweet potato; in order to survive they also needed to plant some cash 
crops such as tobacco, chilli, or pears. If there were natural disasters, such as hail, and 
the crops were ruined, the tobacco company normally refunded the cost of seeds and 
fertiliser. But there was no insurance for pears, and no refund from the industry or 
from local government for those whose pear crops were destroyed by bad weather. 
After hail in 2007, all the pear flowers were damaged and no pears were harvested. In 
                                                             
§
 In 2010, the Chinese Government started to implement the new “Rural Endowment Insurance” policy. Rural elderly people 
over the age of 60 can receive the old-age allowance (or pension), provided that family members are insured (16 years of age, 
excluding students in school).  Every rural older person can get 55 CNY (8 USD) per month. 
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2006 agricultural workers earned a lot of money from planting chillies, so in 2007 
they planted a further crop. However, in 2007 no chilli company came to the 
mountains to buy chillies and the peasants were unable to dry or preserve them 
themselves, largely because of the increasing price of charcoal. Therefore the chillies 
were left to rot in the fields. Furthermore, the price they obtained for their pigs was 
lower than outside the mountain districts because of transport difficulties. The price of 
fertiliser, seeds and coal has also increased extremely quickly in recent years. Even 
though the government has exempted the peasant farmers from agricultural tax, there 
is no protection policy to ensure a return from cash crops and the local government 
gives little support. Despite these hardships, many continued to work in the fields. For 
instance, 81-year-old participant M5, and 85-year-old participant M19, attended the 
interview for this study after leaving their work in the fields with mud all over their 
fingers, shoes and dark blue aprons. They were used to working days and nights, in 
rain or sunshine. As one of them explained: “Field work never waits for you even if 
the weather is bad”. 
 
The majority (34) reported they had sufficient food and, although they lived deep in 
the mountains, most had enough drinking water. With the financial help of a 
European Union (EU) program, water-saving ponds had been built to ensure access to 
water. Only three participants (M3, M5, and M18) needed to carry water during dry 
weather. New clothes, however, were a luxury that none of the participants could 
afford. Most reported having enough used old clothes, with only one participant 
saying she did not have enough.  Their comments included the following: 
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Last year, around the Chinese Spring Festival, the township officials bought me one 
new coat. [Participant M19, an 85-year-old man] 
 
Every two or three years I will buy a new item of clothing. If I have not got money, I 
will not buy any. I can only buy new clothes when I have money. [Participant M29, a 
73-year-old woman]  
 
As for the question whether I have enough clothes or not, I will say that compared to 
the old days, the conditions are much better in our rural area. Look, the coat I wear 
today was donated by the kind-hearted people while we were suffering from the snow 
disaster. Usually my daughters buy clothes for me.  [Participant M25, a 62-year-old 
woman] 
 
Many of the aged Miao commented that when they were young, they were always 
busy working in the fields and did not have time to change their wet clothes. The 
practice was to let their body temperature dry the clothes. 
 
Religious beliefs 
 
 
Most of the participants (29) adhered to their own Miao religion, no matter how poor 
or rich they were. In the living room of every house there was always a place for a 
memorial to their ancestors:  
In each Miao person’s house, there is a place for bodhisattva [for remembrance of 
the family’s ancestors]. It has two layers, one for laying three censers in which are 
inserted three sticks of incense; the other layer is for storing the sticks. The censer 
was made of mud before, now it is made of bamboo. In the period of the Chinese 
Cultural Revolution, this [shrine] was taken down; with the period of reform and 
opening up in China, this has been put back again. [Participant M7]  
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At Miao festivals, they pray for their ancestors and for themselves. For instance: 
I pray for peace and safety, for freedom from sickness and for opportunity to earn 
money. [Participant M4] 
 
Traditional Miao practice is followed in other ways.  For instance:  
According to the tradition of our Miao people, whenever somebody dies, the family 
members will invite Taoist priests to blow the Lusheng [a traditional musical 
instrument made from bamboo] as a memorial to the dead. [Participant M7] 
 
 
Health 
 
Diet 
 
The protein content of the older Miao’s diet was limited as was the overall nutritional 
value of the food they ate. Most had limited access to nutritious food and many 
reported generally feeling unwell.  For instance: 
My wife (M10) suffers headaches and feels dizzy from time to time. She cannot eat 
anything when she feels dizzy. I have no way to help her. [Participant M9] 
 
None had access to milk. Older Miao people living in mountain areas commonly use 
lard for cooking. When the lard runs out midyear and they have no more cooking oil, 
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they use water to cook vegetables. Some of the poorest aged Miao could only add 
cooking salt to their vegetables and rice: 
Frankly speaking, families like us, I am afraid that you perhaps will laugh at me. If 
we have lard or pork to eat in February and March, we cannot have any drop of lard 
or any piece of pork to eat from April to July. If we want to eat lard and pork again, 
we need to wait till the next new Chinese Spring Festival. Only around [Chinese 
traditional] New Year, we can manage to kill one pig. By the way, the pig is not very 
big. It weighs around 100 to 200 jin (i.e. 50 to 100 kg). [Once it is ready] my kids 
and my grandkids eat dishes with lard and pork every day till nothing is left. Then 
we can only cook porridge with radish and green vegetables and eat them every day 
after that. Pork is sold in the [rural] township market but we cannot afford it. What I 
need is to have somebody to treat my disease and let me be able to walk. As for 
eating pork or drinking wine, I do not care. I still have energy to work in the field 
even if I cook and eat porridge with radish and green vegetables every day 
[Participant M19] 
 
Others were even worse off: 
We have several tens jin (less than 50 kg) of corn left but no rice so we [have to] 
borrow rice to eat. We never have salt or lard at home. Last year, we had a drought 
and only produced a few vegetables. Actually, I feel sore and uncomfortable all over. 
I do not want to eat anything. [Participant M20] 
 
Three participants (M27, M28 and M33) reported that their teeth were in poor 
condition and they were unable to chew any food other than vegetables and water.  
 
Chronic illness and impairment 
 
The majority of the older Miao participants lived with one or more chronic illnesses 
or impairments. One very sick couple (M13 and M14) had lived for years with their 
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youngest son who had very poor eyesight. Participant M13 suffered from 
tuberculosis, coughing frequently during the interview, and his wife (M14) had a 
stomach complaint. He described the impact of food deprivation on their health:  
In order to keep my wife alive, I use my pocket-money to buy three bags of soya-bean 
milk per day for her, costing me 1.5 CNY per day. Otherwise, my wife cannot stand 
up and is bed-ridden.  
 
A 60-year-old woman (M35) was abandoned by her husband who had left to seek 
work. She developed chronic asthma and was joined by her dead sister’s husband who 
now cared for her. They lived together in her tiny hut, outside of which was an old 
bamboo basket holding a number of small empty bottles with hormone drug 
characters written on them. When asked who used these medicines she replied that 
she did, explaining that her brother-in-law (Participant M36) bought them for her 
from the local pharmacy and used them to inject her several times a day when she was 
very sick with asthma. 
Some participants lived with disabled family members. For instance, Participant M20 
was a 64-year-old widow living with her son who had congenital kyphosis 
(hunchback deformity), a mentally retarded daughter-in-law, and two grandsons aged 
three and four years. Her son was the only person in their family who could work. He 
was diligent and had prepared land for sowing corn during the period of fieldwork but 
had no money to buy the seeds. Their neighbours gave them clothes and food the year 
round.  
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The health of participants’ partners was also poor, with most suffering some form of 
disease.  For instance:  
My wife has poor health. I cannot name what disease she is suffering; however, I 
know her disease comes from delivering babies in the 1950s and 1960s. She feels 
sore all over her body, especially when the weather changes. She coughs and feels 
tired all the year round. At present we feel our life has improved, but she cannot 
benefit from it because she cannot eat. [Participant M4] 
My wife is nearly blind. She has suffered from eye disease since she was 40 years old 
but has never obtained proper treatment even though I have spent a lot of money on 
her eyes. A few years ago, she could still collect grass for the pigs and dry branches 
in the forest for the stove in the kitchen. Now she cannot see the light any more. She 
is always sick and has pain here and there. [Participant M19, an 85-year-old man] 
 
I also observed young children, living with older Miao people, who had constantly 
running noses and would pick up and eat dirty food from the ground.  
 
Only one participant (M36), who used tea to brush his teeth, mentioned any form of 
dental hygiene.  
 
Only a minority of participants reported good health. This tended to be associated 
with factors such as a degree of health literacy, optimism and having children with 
“filial piety”. For example, an 83-year-old man (M8) had been widowed for six years 
and lived with his eldest son’s family. He was optimistic and enjoyed choosing music 
and dance DVDs of the Yunnan people in the town market and watching dancing at 
home. He said he enjoyed this more than watching television because he did not fully 
understand the programs. He also sold his handmade bamboo crafts to businessmen, 
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asking low prices but providing good quality. He played the Miao musical instrument 
called the lusheng. Although he drank wine and smoked, he understood the need to 
reduce the amount of wine and cigarettes when he started to cough.  
 
More than half of the participants had unmet healthcare needs, and nearly half (17) 
hoped to earn more money so they could go to a hospital for treatment of their 
condition. 
 
Mortality 
Over one-third (13) of the participants was widowed at the time of interview. All but 
one spouse (a suicide) had died from some form of disease. Few, however, could 
name the specific disease (such as cancer), most only being able to talk generally 
about their partner’s discomfort while he or she was dying. 
 
Infant and child mortality had been high among these elderly people.  Nine 
participants reported a total of eighteen children who had died, mostly of disease, 
between the ages of one and five years. Participant M6’s wife, for instance, had given 
birth to nine children of whom only five had survived.  
 
Others reported the loss of adult children as well. For instance: 
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I have borne seven sons but only two are still living. My 42-year-old son died of 
cancer; my 20-year-old son died from an accident, falling into a deep gorge in the 
mountains while looking after cows; my 50-year-old son committed suicide from 
alcohol abuse; my 34-year-old son died of anaemia; and my 20-year-old son died in 
a coal mine accident. [Participant M12] 
 
 
Healthcare 
 
The major difficulties reported by older Miao participants in relation to health care 
were: financial constraints on access; insufficient medical resources and health 
professionals; discriminatory attitudes of hospital doctors and local officials; 
communication difficulties; and transport barriers. 
 
Financial constraints on access 
 
Most participants (31) reported that they had been to a doctor; for two such visits 
were extremely rare and three said that a doctor had come to visit them while they 
were sick in bed.  
 
Financial difficulties were, of course, widespread among the older Miao people, 
underpinning much of the deprivation, ill health and suffering they experienced. They 
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reported asking for money from their relatives, who appear to have had great 
difficulty in responding favourably:  
I have no money to obtain proper treatment for my knee.  I have sons. However, their 
own income is limited and they need money to raise their own kids, to deal with 
friends, to buy seeds and fertiliser, and so on. They have not enough money to spend 
on themselves. Therefore, you cannot scold them that they do not give you money. 
We older people still have some methods to earn a little money ourselves to deal with 
mild diseases but, when we have serious diseases, we have to ask for help from the 
higher-up [Authorities]. [Participant M1] 
If I have money, I go to see a doctor. If not, I just die. I have lived for over 60 years 
and I have grandkids already. That’s enough. [Participant M36] 
The new RCMS is definitely useful. However, there is one problem in accessing the 
health service.  If we are sick, we must find money first to go to see a doctor and then 
apply for reimbursement. For example, [if] today you are ill and it costs you 1000 
CNY, you can apply for 300 CNY or 400 CNY reimbursements, but you must first 
find 1000 CNY to pay. That is the issue. [Participant M9] 
I did not go to the doctor because I am afraid I cannot afford it once my disease has 
been diagnosed.  I stay at home to get some infusion and feel a little comfortable, 
that’s it. I never expect it to be fully covered. I guess I have some serious problem in 
my lung. If I need to be admitted to the hospital, it will cost me at least 2000 to 3000 
CNY. [Participant M13] 
 
Most elderly Miao chose to visit public and private clinic doctors in the village for 
two reasons:  they preferred the short distance they had to travel for treatment and, 
most importantly, they knew that they could pay off their medical fees at village 
clinics. They could not claim this concession if they went to town clinics or hospitals 
because they were not familiar with the ‘teachers’. They called village clinic health 
professionals ‘teachers’ with whom they made arrangements to repay their medical 
expenses when they sold their pigs, chillies, tobacco leaves, corn, silk worms, or pears 
at the end of the year.  
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In the countryside, in general people do not bargain with the doctors about cost.  Once 
the doctor has treated the disease, the doctor says how much and the villagers pay 
without any hesitation. The medical cost always includes the motorcycle petrol cost 
and consulting fee of the provider. Many older Miao complained that the medicines 
are too expensive for them:  
In the old days, an injection only cost me around one CNY.  Now, one injection costs 
me at least several Chinese Yuan. For instance, one antibiotic injection will cost me 
seven to eight CNY, sometimes more than 10 CNY for one injection! In our 
countryside, we compare the relationship between medicine price and rural patients 
to the relationship between a knife and the meat on a cutting board. The price of 
medicines looks like a knife and we rural patients look like the meat on the cutting 
board. The knife can cut the meat on the cutting board however it wants. We 
common peasants cannot afford it. [Participant M3] 
Like infusion – three bottles [of medicines] cost you at least 30 to 40 CNY.  If we go 
to the township hospital and get an infusion there, we dare not enter the hospital if 
we have not brought 200 to 300 CNY in our pocket. [Participant M24] 
I never go to the hospitals, no matter how serious it is. It is too expensive and I 
cannot afford it. I tell my son to give me some poisons to eat and let me die if my 
health is worse. Hospital, I never entered it. [Participant M35] 
 
The older Miao people also said that now it was much easier for them to find doctors, 
health services, and various kinds of medicines locally but they could only use them 
themselves if they had enough money in their pockets. Participant M28 described his 
experience of going to the local pharmacy:  
If I have time I always go to “Tiantian” Pharmacy to buy medicines. Last summer 
[2007], I took a motorcycle to “Doudou” and then took a bus to “Tiantian” (see 
Methodology, Chapter 4). Every medicine in the pharmacy clearly had the price 
written on it. Big bottles [of medicines], little bottles [of medicines] were all piled up 
along the shelves in order. If I wanted any, I just picked it up by myself. [It was] very 
convenient! 
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Furthermore, the elderly Miao were always confused by the price of the drugs since 
the same drug commonly had different prices in village public clinics, private clinics, 
and town hospitals. 
 
Insufficient medical resources and health professionals 
 
In the Miao villages in which the research was conducted, there was only one new 
clinic, three village doctors and three private doctors. All lacked basic medical 
equipment. For example, there were no X-ray services in the village clinics or in the 
“Diandian” township hospital. The Miao can only access X-rays by travelling far 
away to another town or county hospital. Participant M30, an 89 year-old woman, was 
carried by her grandson to a town hospital which is over three kilometres away in 
order to obtain an X-ray for her broken leg. Although there are ‘120’** emergency 
minibus services in that area, she and her family could not afford the cost. She had 
fallen over in the spring festival in 2008 because of dim lighting in her hut and lay in 
bed for more than 20 days before I found her. Her village doctor had given her 
incorrect treatment because he had no equipment to assist him with a correct 
diagnosis. After her X-ray examination in the town hospital, she was diagnosed as 
having a broken leg. A few days after I left the village, the woman died because her 
family could not afford the cost of appropriate surgery in a county hospital. 
 
                                                             
** 120 is the emergency telephone number in P.R. China. 
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The quality of local health professionals is poor and few Miao receive adequate 
treatment. Participant M31, for example, was sick in bed and the village doctor gave 
him an intravenous infusion. However, the village doctor had little knowledge and did 
not have the skills to choose the right needle for an older man with easily broken 
blood vessels, so the old man’s hand was left black and blue with bruising.  
 
There are no dentists in “Diandian” (see Methodology, Chapter 4) where the Miao 
live and consequently dental problems among the elderly Miao were widespread. All 
those interviewed had never been to dentists in their lives and none had healthy teeth, 
except participant M36 who had good teeth because he used tea to clean his teeth 
daily. Problems included residual tooth roots, broken teeth, and dental caries leading 
to pain, tooth loss and infection. For serious pain participants slept or took an 
analgesic prescribed by the village doctors. During the interview with participant 
M23, she reported that her husband had toothache and was asleep upstairs.  
 
The participants reported that not only were the medical instruments extremely poor 
in “Diandian” township hospital and village clinics, but also there were a limited 
number of qualified health professionals they could access. According to Participant 
M3, “At present the “Diandian” township hospital is not a good hospital. It costs me 
money but it cannot cure my diseases.” 
Others expressed similar views: 
[If we have] mild disease, [we can] go to the village clinics to pick up some 
medicine. However, if it is serious and [involves an] emergency disease, [we have 
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to] go to the big hospitals. [The village clinics] here have no ways [to help] because 
they have not enough funds, they lack medical instruments and prepared 
medicines.[As I have said,] because the village clinics lack funding, village clinics 
can only deal with mild diseases, not with serious diseases. Moreover, the staff 
salaries and conditions are too low.   [Participant M7] 
 
In the countryside, we lack medical instruments, doctors and skills. The health 
service here is simple. Medical consultation, prescription medicine, nursing, 
administration, and other things are done by Doctor Wang himself in the village 
clinic.  In big city hospitals, you will notice they have different teams of health 
professionals to offer health services. If you need an operation, there is a doctor who 
is responsible for the operation, there is another one who is for sewing the cut, there 
is one nurse who handles the cotton sticks, and a pharmacist who selects the 
medicines for you. [Participant M24] 
 
 
Attitudes of hospital doctors and local officials 
Some participants mentioned that some township doctors in “Huanhuan” and 
“Menglin” (see Methodology, Chapter 4) do not treat them respectfully or with 
dignity: 
Last year I felt dizzy, with a headache and vomiting. I went to hospitals in Huanhuan 
and Menglin and it cost me over 100 CNY for nothing. I went back to the private 
village clinic. The doctor gave me a thorough check-up and explained it carefully to 
me. It cost me 136 CNY for an infusion and I fully recovered and I have had no 
headache till now. This explains it: the doctors in townships only sell medicines but 
they never give you treatment. He looked at me like I was a farmer. [He thought] you 
are just a ‘peasant’ – firstly, you have no money, secondly, you have no relationship, 
thirdly, to cure your diseases [means nothing]. You have made no contribution to 
our country. After I explained my pains to him, he did not give me any check-up and 
just prescribed some medicine and asked me to purchase it in the hospital. In this 
way, he got the money but the medicine he prescribed was no use at all. [The 
hospital doctors] do not treat the local leaders in this way. They treat them carefully, 
giving them any medicine they want, giving them infusions accordingly, and giving 
them very thorough treatment. [Participant M9] 
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Also, some doctors did not comply with the prescription medicine directions and 
over-prescribed pills in order to keep the patients returning to them and to obtain 
‘good’ results. For instance, antibiotic tablets are always prescribed to rural patients in 
excess of the standard amounts because the older Miao people find that their 
infections clear up very quickly. For example, participant M18 reported: “I will visit 
the doctor again if I feel that my disease is cured quickly.”   
Some elderly Miao had tried to approach the local township officials in order to 
pursue their inquiries but felt these had been ignored. On occasion they walked a long 
distance to reach the township official’s workplace only to find the relevant official 
was out on business. At other times, having found the official they were looking for, 
they received short shrift for their effort.  For instance:  
If you go to ask them [local township officials], they only use one sentence: ‘If there 
is any [new] policy, I know how to arrange it for you’ to drive you away. In our 
countryside, we older people neither go here and there nor go to a conference. If you 
do not know the policy and do not understand the policy, you have no way to figure 
it out. [Participant M9] 
 
Communication difficulties 
 
Communication difficulties took several forms. Half of the participants could not 
explain and name diseases clearly. Inquiries about the kinds of diseases the elderly 
Miao suffered typically elicited only general descriptions such as being 
uncomfortable. For example, Participant M14 said that she has “bone pain” (gutou 
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tong) - possibly rheumatism or osteoporosis - and Participant M1 reported that he has 
a lump under the skin of his knee (pi xia you gebao) - possibly a tumour.  
 
Language difficulties presented another barrier. As noted earlier, younger elderly 
Miao can speak both Miao and a local dialect of Mandarin. Older Miao can only 
speak Miao. The latter mentioned that because they only speak Miao, they cannot 
understand TV, radio and DVDs. These forms of communication are all transmitted in 
standard Mandarin. Because their educational level was low, many also had difficulty 
reading things like signage at the hospital.  
 
As well, serious hearing difficulties were common among older Miao. Children 
prompted or interpreted in 20 of my 36 interviews because of the participants’ poor 
hearing. In the case of participant M26, in particular, her age and poor hearing 
resulted in most of the interview questions being answered by her son-in-law. 
Similarly, most of the interview questions for participant M30, who was very ill and 
had poor hearing, were answered by one of her sons who was looking after her at 
home. 
 
Other forms of communication were equally problematic. Local postal delivery 
services only reach the Miao township government building. There were no postal 
services to villages. Local agricultural workers must walk several miles to get their 
mail from this building, let alone have access to newspapers. None of them possesses 
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computers, cameras, or Internet access at home. There is one fee-charging Internet bar 
close to the local government building in the Miao rural township, but there is a walk 
of several miles to reach it. In any case, none of the older Miao people know how to 
use a computer or the Internet. 
 
Transport barriers 
 
An additional barrier to health care was that most elderly Miao have no one to 
accompany them when they go to town or to county clinics and hospitals. The reasons 
are that: children leave the village for casual jobs; the older Miao walk slowly and do 
not want to disrupt their children’s daily life to accompany them on the lengthy walk; 
or they get car sick and cannot take a bus or a motorcycle, which is the only available 
transport in the mountain areas. According to Participant M6:  
Most young people go out of the deep mountains for casual jobs. [Older people have 
two difficulties: on the one hand,] they have to stay at home to take care of the 
grandchildren. [On the other hand,] when they are ill, they have no way to pass the 
message to their children. They could die before their children come back.  
 
This participant also mentioned the inconvenience of travelling a long distance to see 
a doctor:  
In our countryside, when these older people are sick, they do not go to see a doctor 
until they really have to. Most rural older people are like this. One reason is because 
of the inconvenience of where the hospitals are; the other is because of the 
inconvenience of the traffic. The delay means that their mild disease always becomes 
serious. Then they go to see a doctor. 
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This situation is illustrated in the case of Participant M12, who used to see a doctor 
when she was able to walk but has not done so for two years because she cannot walk 
properly and always feels dizzy.  
 
Miao people and the new RCMS 
 
Several dominant themes emerged in relation to Miao participants’ use of the new 
RCMS. These were: limited awareness and understanding of the RCMS, the 
inconvenience of using the RCMS ID booklet, and barriers to reimbursement of 
medical costs. 
 
Limited awareness and understanding of the new RCMS 
 
The elderly Miao had very limited awareness of the RCMS and how it worked. When 
asked how the RCMS could be improved, many of them said that they did not know 
how to answer the question because they seldom used the Scheme even though they 
were paid members of it. Some said that their children are responsible for handling 
the membership fees and they didn’t care. Some of them could not believe that their 
suggestions might be adopted by local government. They said they would be 
extremely satisfied if ten per cent of their suggestions were adopted. Few questioned 
the system: 
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As for the percentage of the reimbursement, it is decided by the government. We 
have no way to challenge it if we are not satisfied. [Participant M16] 
I never doubt the quality of the medicines of the pharmacy because it is run by 
government.  [Participant M28] 
 
The new RCMS has been piloted among the Miao people living in these villages since 
2006. Some participants acknowledged that the leaders had told them something 
about the new RCMS, but they could not remember what. If they wanted to know 
about it, they could go to the village leaders who keep material related to the RCMS. 
Many older Miao participants did not know what the reimbursement rates were.  
Now our countryside has the new RCMS, but we do not know how to apply for 
reimbursement after we become members and after we go to see a doctor. We have 
not tried to understand it yet. [Participant M6] 
 
Even more surprisingly, some of the participants did not know that they themselves 
had become RCMS members. When asked whether they had joined the new RCMS, 
several answered “no” only to have a son or daughter-in-law say that they paid RCMS 
membership fees for their parents but had been too busy to explain it to them.  
 
In some households the situation was even more problematic.  Participants M9 and 
M10, for example, are an old Miao couple living with a blind son who is in charge of 
their RCMS booklet. All three of them are illiterate. The local leaders had come to 
their home each year to collect their membership fees and given them a piece of paper 
explaining the new RCMS. The blind son handed in the fees but since none of them 
could read, all the family members had little knowledge of the Scheme. Participant 
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M9 commented: “We do not know about the [new RCMS]. We always paid 30 or 40 
CNY to buy some herbal medicine and then left. We never knew [anything about] 
those [RCMS] things.” 
 
Some of the older Miao have never used the new RCMS, firstly because they did not 
know about it and secondly, because health care is not costly in local village clinics, 
they paid for it themselves. Only a few elderly Miao reported that they had received 
benefits from the new RCMS.  
 
Many older people were satisfied with the new RCMS because they believed that it 
had made health care more readily available even though there were major restrictions 
on accessing it from their perspective. Many elderly Miao had never used it during the 
past two to three years. However, they still believed the new RCMS was a “good 
thing” because they considered, as they become older, they would have more and 
more diseases and the new RCMS would play a role in helping them.  
 
Difficulties with RCMS ID booklets 
 
The RCMS ID booklet is a record of the financial balance of payments and expenses 
under the new Scheme and participants must show it when they go to see a doctor. 
They are issued the booklet upon payment of the Scheme’s premium. The Miao 
people paid a premium to join the new RCMS and the premium became a deposit in 
the new RCMS ID booklet. The new RCMS ID booklet is part of the personal health 
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savings account. However, when a booklet is lost there is considerable delay in 
delivering a new one.  The annual renewal of the booklet always takes more than six 
months. During this period, the villagers cannot use it. Worse still, the village doctors 
prefer charging local patients cash and seldom tell them that they can use any 
remaining money in their contribution account that is indicated in the booklet. This is 
because the village doctors don’t want to be bothered to apply to get the money back 
from the township centre hospitals – a process which often takes at least a month. 
Furthermore, because of the lack of communication between children and parents, 
most elderly Miao do not know they have paid their contributions to the new RCMS 
and do not know where the booklet is located in the house. Although some of the 
younger participants understood that they can use the money in their booklet, they 
would forget to take it with them when visiting the doctor in the village clinic. For 
example:  
We know that we can use the money on our new RCMS booklet account. However, 
my husband is very ill and we went to the village clinic in a hurry and forgot to take 
the new RCMS booklet. We just owed the doctor and planned to pay him back later. 
[Participant M23] 
 
Reimbursement 
 
Many older people commented that there are numerous restrictions on reimbursement 
under the RCMS. They cannot apply for reimbursement if they go to private clinics. 
They cannot apply for reimbursement for medicines for chronic illnesses. They cannot 
apply for reimbursement if they go to see a doctor in the designated public hospital as 
an outpatient or if the doctor treats them in their own home.  
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After the new RCMS was piloted in these villages, any villager could give the local 
doctor a call if somebody at home was ill. Particularly older Miao people who are too 
weak to walk or take a motorcycle ride need doctors to visit them at home. After the 
doctor gets a call, he will walk or ride a motorcycle to the patient’s home and give 
them treatment. However, the older Miao participants reported that this costs more 
than if they go to see a doctor in the clinic and they cannot apply for any 
reimbursement for a home visit.  
 
In the rural township hospital, inpatients can apply for over 50 per cent 
reimbursement, but it is costly for the local rural people to go there and it would take 
at least two hours. There is no fund pooling arrangement for outpatient care and so 
members are encouraged to use inpatient services whenever possible. 
It is quite far for us older Miao to see a doctor in the local township or county 
hospitals. However, we can only apply for reimbursement if we are admitted in the 
township or county hospitals. This is inconvenient to us older Miao people. 
[Participant M4] 
 
Many older Miao participants also complained that the RCMS reimbursement 
procedures were too complex for them and made them run ‘here and there’. It is 
particularly complex for the illiterate older Miao. Without the help of younger 
children, some older Miao people would not know how to cope with the complex 
procedures (including how to find a photocopy machine to copy the new RCMS ID 
booklet, to collect the doctors’ prescriptions, and to collect all the related receipts 
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from the hospitals, etc.). They thought it was a nuisance to apply for RCMS 
reimbursement:  
To apply for reimbursement, we older people need to go to “Huanhuan” township to 
do photocopies and pay people to type the documents into the computer. We cannot 
read because we never went to school. It is hard for us to find a place.  [Participant 
M2] 
 
Conclusion 
 
Older Miao participants experienced poor living circumstances, poor health, high 
mortality of their children and very limited access to adequate health care under the 
new RCMS. Though the elderly Miao had very limited awareness of the Scheme and 
how it worked, they still believed that it had made health care more readily available. 
Nonetheless they identified major restrictions on their access to its benefits. The main 
issues related to: accessibility, including financial constraints; insufficient medical 
resources; attitudes of hospital doctors and local officials; limited awareness and 
understanding of the Scheme; complexity of the procedures involved in obtaining 
reimbursement; inadequate reimbursement coverage; communication difficulties; and 
transport barriers.    
 
Many of these concerns were echoed by local health professionals and managers, 
whose experiences and perceptions of the RCMS are described in the following 
chapter. 
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CHAPTER 6 
THE RCMS AND HEALTH SERVICE 
ORGANISATION IN RURAL CHINA: HEALTH 
PROFESSIONALS’ AND  
MANAGERS’ PERSPECTIVES 
_____________________________________________________________________ 
 
Poverty and living conditions have a major effect on people’s health. This has been 
confirmed by numerous reports and studies, including those produced by the WHO 
(Kaler and Rennert, 2008). Nevertheless, health care and health professionals play an 
important role in disease prevention and health promotion (WHO).  While health care 
is deficient in many parts of the world in relation to funding, facilities and personnel 
(Lindgren and Gordon, 2011), rural medical and health services in China have faced 
particular challenges since the 1940s and Chinese academics have called on health 
professionals to take an active role in health care reform (Zhong, 2011).  
 
The health of older Miao people is closely associated with the poverty and poor living 
conditions that characterise their everyday lives. Yet their health service experience, 
as they themselves have reported, suggests that health care provision also impacts 
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significantly on the opportunities they have for managing their illness and disability in 
ways that prevent suffering and further decline in their health. Prior to my 
investigation, little was known about healthcare organisation and service delivery for 
this rural population, particularly in relation to the impact of the new RCMS. To fill 
this empirical gap, I undertook a detailed study of healthcare institutions in two 
counties (here anonymised as “Xinghua” County and “Dujuan” County) that have 
significant populations of Miao people. These institutions included county-level state-
owned hospitals, private hospitals, township hospitals, village clinics and private 
clinics. Specifically, I sought to document rural health service provision and 
organisation from the perspective of health professionals and managers. 
 
Characteristics of participants 
Table 6.1 shows the socio-demographic profile of all the health professionals who 
participated in this research. Thirteen of the fifteen local health professionals were 
male (n=13) with a mix of Han (n=13) and Miao (n=2) ethnicities. The age of 
participants ranged from 24 to 64 years. Notably, there were only two Miao 
participants because there is only a very small pool of qualified Miao health care 
providers. They are significantly under-represented in the health workforce (Yuan, 
2004b).This is largely attributable to the markedly lower rates of participation in post-
primary school education among Miao people (Yuan, 2004a).  
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Three participants were employed in the public township hospital used by Han and 
Miao people. Five were employed in the public village clinics used by Han and Miao 
people where they performed a variety of healthcare tasks, including medical 
consultation, pharmacy and nursing. They also worked as agricultural laborers when 
there were no patients. A further three worked in private village clinics performing 
similar tasks to their counterparts in the public village clinics. One of these offered 
health services for animals as well. Two participants were from county private 
hospitals. One was a director and a celebrated doctor who provided Chinese 
traditional medical services to patients besides doing administrative tasks. The other 
was also a director but he was not a medical doctor. He performed the daily 
administrative work at the hospital. The final two participants were from county 
public hospitals. One was a deputy director and physician, performing hospital ward 
administration and daily medical consultations for outpatients. The other was a nurse 
who was close to retirement age and had been assigned to the outpatient health service 
department to provide patient education services. The longest period of service was 
49 years and the shortest was two years. 
 
Except for one county level health professional who had obtained a bachelor degree in 
medicine, none of the health professionals had any formal university-based medical 
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training. Five had graduated from nursing school, three had traditional practitioner 
training, two had undertaken county level hospital medical training for three years in 
the 1970s and four had only attended high school. Most of the participants (n=13) 
were married. Thirteen were willing to divulge their annual income, which ranged 
from USD 750 to 3000. 
 
Healthcare professionals can be employed as doctors even though they generally have 
no formal university-based training. To become a registered village doctor or 
township hospital doctor, they need to obtain a health certificate, participate in 
medical skills training sponsored by the medical surveillance institute and pass 
medical skills tests. A quality certificate is required if a registered doctor wishes to 
run a township hospital or village clinic business; this must be renewed annually. 
 
As already discussed in Chapter 4, interviews and focus groups were used to collect 
data. The key topic in the interviews and group discussions involved the healthcare 
institutions at the three main levels of service provision: county, township and village. 
As participants explored this subject, a number of recurrent themes emerged, 
particularly in relation to the division between public and private hospitals, shortages 
of qualified staff, and the paucity of medical equipment outside county hospitals. The 
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first of these is discussed below. This is followed by a detailed account of each level 
of healthcare provision.  
 
Division between public and private hospitals 
The existence of both public and private healthcare institutions in the study site (and 
elsewhere) is part of the historical legacy of various healthcare reforms in China. 
After the implementation of household responsibility for day-to-day economic 
production in rural areas in 1978, the collective economy no longer existed. The old 
rural cooperative medical services (RCMS) were replaced by private clinics and 
hospitals. Clinics charged patients based on state regulations but they were 
responsible for their own profits and losses. Collective funding for hospitals was 
progressively reduced. The cheap medical services agricultural workers used to have 
in the past were no longer available. There was no guarantee for the health care of 
agricultural workers. At the same time, the government only invested minimally in 
disease prevention, for example, through vaccinations for children or to prevent some 
diseases endemic to a particular area, such as snail fever (schistosomiasis).
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Table 6.1: Sociodemographic characteristics of health professional participants (2008) 
Participant Age Gender Marital 
status
1
 
Location Occupation Years of 
service 
Education Income CNY 
p.a. 
Income 
USD p.a. 
Ethnicity Religious 
affiliation 
Transport 
Y1*# 34 M M Rural town Hospital doctor 
(public) 
10 Nursing 
school 
10,000~20,000 1,500~3,000 Han None Motorcycle 
Y2# 37 M D Village Clinic doctor 
(private) 
17 Nursing 
school 
9,500~10,000 1,420~1,500 Miao None Motorcycle 
Y3# 24 M S Village Clinic doctor 
(public) 
2 Nursing 
school 
5,000 750 Han None Motorcycle 
Y4# 41 M M Village Clinic doctor 
(private) 
20 Traditional 
practitioner 
training 
10,000~20,000 1,500~3,000 Han Buddhism Motorcycle 
Y5# 37 M M County Hospital doctor 
(public) 
15 B. Med. 20,000 3,000 Han None Bus 
Y6*# 56 M M Village Clinic doctor 
(public) 
32 County level 
hospital 
medical 
training 
10,000~15,000 1,500~2,240 Han None Walk 
Y7# 45 M M Village Clinic doctor 
(private) 
17 Traditional 
practitioner 
training 
5,000~6,000 750~900 Miao Miao 
religion 
Motorcycle 
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Y8# 56 F M County Hospital nurse 
(public) 
28 Nursing 
school 
20,000 3,000 Han None Bus 
Y9# 64 M M County Hospital doctor 
(private) 
49 Traditional 
practitioner 
training 
Undeclared Undeclared Han None Bus 
Y10# 43 M M County Hospital 
Administrator 
(private) 
21 High school Undeclared Undeclared Han None Car 
Y11* 60 M M Rural town Hospital doctor 
(public) 
32 High school 12,000~15,000 1,792~2,240 Han None Walk 
Y12* 38 M M Rural town Hospital doctor 
(public) 
20 Nursing 
school 
12,000~15,000 1,792~2,240 Han Buddhism Motorcycle 
Y13* 64 M M Village Clinic doctor 
(public) 
40 County level 
hospital 
medical 
training 
10,000~15,000 1,500~2,240 Han None Walk 
Y14* 55 M M Village Clinic doctor 
(public) 
32 High school 10,000~15,000 1,500~2,240 Han None Walk 
Y15* 54 F M Village Clinic doctor 
(public) 
32 High school 10,000~15,000 1,500~2,240 Han None Walk 
1
M=Married, D=Divorced, S=Single, W=Widowed  # Participant in semi-structured individual interview 
* Participant in focus group discussion                     *# Participant in both semi-structured individual interview and focus group discussion 
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In the mid-1980s, there was reform of the free medical services in state-owned firms 
and government institutions. The reimbursement system was abolished and 
Government employees had to use their social security fund to pay their medical 
expenses. Government reduced its funding of public hospitals. Only 60 per cent of 
wages were now funded by the government, with hospitals themselves responsible for 
all other wages and expenses. In some public hospitals, medical staff enjoyed few 
benefits because the hospital had to pay pensions to retired employees and ancillary 
workers. At “Xinghua” People’s Hospital, for instance, “there were many retirees and 
extra workers” [Participant Y5]. Some people quit the public hospitals and opened 
their own private clinics. Others set up private hospitals by jointly contracting with 
the state-owned and collectively-owned hospitals. The government did not provide 
any funds for these private hospitals, which were registered with local business 
administration authorities. 
 
“Jiaren” private hospital and “Baixing” private hospital in “Dujuan” County were 
established by doctors who quit public hospitals, as participants explained:  
 
Doctors here quit their formal jobs from public hospitals and no longer received a 
wage from them. I resigned from the county hospital. We have doctors from the 
health-care hospital and the traditional Chinese medicine hospital. The doctor 
working in the radiation department resigned from the township hospital. The 
government did not invest a penny in our hospital. We set up the hospital on our 
own. [Y10, “Baixing”private hospital, “Dujuan” County] 
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I was the president of the traditional Chinese medical hospital. I quit in 1993 
because I had different opinions from the public health bureau over the expansion of 
our hospital. I opened a private clinic. After accumulating some assets, I turned the 
clinic into a hospital. […] There are many preferential policies for the public 
hospitals. They have funds allocated by the government for construction, renovation, 
wages and equipment. They don’t need to pay tax. But we, private hospitals, have to 
pay tax. We have to support ourselves. We have to invest our own money for wages, 
equipment, buildings and future development. [Y9, “Jiaren” private hospital, 
“Dujuan” County] 
 
The surge of private hospitals and clinics broke the monopoly of state-owned and 
collectively-owned hospitals. China’s medical system became more and more market-
oriented (Dummer and Cook, 2007). The Chinese government claims that private 
hospitals and clinics create competition for their public counterparts, ostensibly 
providing more choice for patients and maximum use of society’s resources. Such an 
arrangement, it is expected, will deliver improved quality and efficiency of medical 
services to patients.  Some participants supported this argument, as the following 
comment suggests: 
 
Based on my working experience of several decades, and my observation of the 
society, a society without competition lacks vigour. I think every sector, including the 
medical service sector, should have a competition mechanism. We hire doctors from 
other places with high salaries. We have doctors from many provinces. We have to 
pay more to them. Generally each doctor gets over 2000 CNY per month. Their 
services to the local people are the contributions to “Dujuan” County. Public 
hospitals do not attract these doctors because they pay lower salaries. [Y9, “Jiaren” 
private hospital, “Dujuan” County] 
 
Others, however, expressed a different view. According to Participant Y5 [a 37-year-
old vice-president and physician at “Xinghua” County Public Hospital], because there 
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are many retirees and support staff in the public hospitals, they carry a heavy financial 
burden. For the sake of survival, they may deviate from providing a public good and 
focus instead on financial matters. Some are even profit-oriented. Since people have 
strong trust in public hospitals, these hospitals may charge them more for operations 
and medical expenses than private hospitals, as the following comment suggests:   
 
Because of the existence of the private hospitals, such as D Private Hospital where I 
work, the cost of operations is lower. For example, a Caesarian section operation 
cost 2000 to 3000 CNY in the past. Now we only charge over 1000 CNY. It costs 
only 65 CNY to do a comprehensive physical exam, while the public hospitals would 
charge over 100 CNY. It costs 30 CNY to do the x-ray exam here, while they charge 
35 CNY. We charge over 10 CNY to have a biochemical test, while they charge over 
20 CNY. The technician doing the biochemical test has a bachelor’s degree from 
Chongqing Medical University. He has five years of working experience. We have 
better equipment. We use MIRI 2800. Of course, their colour ultrasound machine is 
better than ours. [Y9, President of a private hospital] 
 
The public hospital would charge 1800 to 2000 CNY to have an appendix operation, 
while we only charge 1100 to 1300 CNY. They charge even higher, say, 2000 to 
3000 CNY, if the patient suffers from appendicular perforation, while we only 
charge 1300 CNY. [Y10, President of a private hospital] 
 
Market-oriented reform of the medical system makes resources from society 
available, which to some extent solves the problem of inadequate medical resources in 
China today. However, driven by profit-seeking, many resources pour into cities. 
There is intense competition among hospitals. Some even engage in unfair 
competition (Eggleston et al., 2010; Zhang et al., 2011), as my participants 
acknowledged: 
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There is much unfair competition. Private hospitals are flexible and are not 
constrained by [government] policy. For example, public hospitals can only improve 
their attitude to the patients and improve services. Private hospitals are different. 
Private hospitals may give some commissions to the doctors in township hospitals 
and village clinics. If there are patients with severe diseases, the patients would be 
directly transferred to those hospitals. The patients don’t know what’s going on. 
They don’t know which hospital is better. Public hospitals cannot do this. Moreover, 
private hospitals do not need to invest in infrastructure. They don’t have retired 
employees whose pensions must be paid. Their main goal is to keep the hospitals in 
business. Although public hospitals are also market-oriented, they are ultimately 
service-oriented. Private hospitals only need to rent a building and pay the rent. 
Many doctors in private hospitals are retirees from public hospitals. They have 
retirees’ pensions from the government. So they may charge less to the patients. [Y5, 
Vice-president in a county level public hospital] 
 
It is important to remember that there are three main levels of health services 
provision for Chinese rural residents. In regional centres close to rural areas, the main 
form of health care is the county hospital.
††
 Rural townships are the site of the second 
tier of health care provision, while village clinics provide basic health care for those 
living in remote rural locations. The market-oriented reform of the medical system 
has concentrated limited medical resources in cities. Urban residents can enjoy the 
benefits of good quality services and competition among hospitals. However, there is 
a severe shortage of medical staff and services in rural areas. The introduction of the 
new RCMS, as the following analysis of interview data demonstrates, appears to have 
done little to improve this division. While there have been some improvements to 
rural healthcare provision since the introduction of the new RCMS, these have been 
unequally distributed and concentrated in regional centres of rural areas.  
 
Healthcare institutions at the county level 
As mentioned previously, after the introduction of a market economy, many good 
quality medical resources were deployed in the developed regions. This was also the 
                                                             
†† Since relevant data are not publicly accessible, I did not explain the capacity of county hospitals: public vs private. 
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case in the Miao area. These resources are centralised at city and regional levels. 
Compared to the facilities in townships and villages, county level hospitals seem to 
have comparatively ‘rich’ medical resources. Several large public and private 
hospitals are located in this county, including hospitals specialising in Western 
medicine and Chinese traditional medicine.  
 
Medical staff 
 
Each county public hospital has several hundred medical staff. For example, there are 
over 360 medical staff members in “Xinghua” County Hospital, where the highest 
professional title is deputy chief physician. Most doctors have junior and intermediate 
titles and many nursing staff have junior titles.  
 
In addition to their main function, county public hospitals are responsible for 
improving rural medical services. For example, they provide clinical training to 
hospitals at the lower level. According to Y5 from “Xinghua” County People’s 
Hospital: “He [the village doctor] can practise in the clinics under the guidance of 
the doctors…but he can only be an assistant.” Further, the county public hospitals 
send skilled doctors to support rural health providers in disadvantaged rural areas. For 
example, Y8 in “Dujuan” County Hospital described how doctors from her hospital 
would go to the villages and towns in the poverty-stricken areas and provide free 
medical diagnosis. They also teach local doctors to improve their medical skills. 
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Sometimes, her hospital calls for employees to donate clothes and money to the poor 
families in these areas. 
 
The income of medical staff who work in county public hospitals is not as high as 
those who work in large cities. According to Y5 from “Xinghua” County People’s 
Hospital, staff with an intermediate technical title earn only 1300 CNY per month. 
Including bonus and loadings for night shifts, the total annual income is about 20,000 
CNY (3000 USD). Doctors in his hospital may get a little bit more than 20,000 CNY, 
while the nurses get a bit less. The situation in “Dujuan” County People’s Hospital is 
similar. A registered nurse with 28 years’ experience said her total annual income is a 
little more than 20,000 CNY. Younger doctors and nurses do not get that much. 
Temporary nurses get only 400 CNY per month, scarcely enough for a decent living: 
“The living costs are very high now. Pork costs over 10 CNY per jin (500 grams). 
Other living costs are also very high.” [Y8]  
 
Doctors have to follow certain rules in prescribing medicines and performing medical 
procedures but disputes sometimes occur between doctors and patients. According to 
Y5 from “Xinghua” County People’s Hospital, patients have high expectations of 
hospitals and doctors because they are charged more. Moreover, patients know more 
about the law than they did before. He suggested that such disputes have become 
common due to the incitement of some “troublemakers”. At the same time, of course, 
some disputes arise from poor medical skills of some doctors.  
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Medical equipment 
 
Since the market-oriented reform of the medical system, public hospitals have 
received 60 per cent of their wages from the government but they still have to fund 
the other 40 per cent as well as the costs of diagnostic equipment and materials. They 
can apply for special funds or bank loans to cover the cost of large equipment and 
building construction if the purchase plans are approved by the authority in advance.  
 
After the implementation of RCMS, the government established standards for the 
assessment of different levels of hospitals. Special funding was allocated to the 
county for medical equipment and infrastructure. All county public hospitals are 
equipped with basic medical technology: 
 
We have a complete range of basic equipment, such as ultrasound, x-ray, CT, colour 
ultrasound and some other basic equipment. But we are still short of equipment for 
detailed examinations such as electroencephalogram (EEG) and heart 
electrocardiography (electrocardiography, ECG or EKG). In the past, the 
government did not invest in medical equipment. All were purchased by the hospital. 
We were in need of many types of equipment. But due to financial difficulty, we have 
been unable to purchase [everything we need]. [Y5, public county hospital] 
 
Since county-level hospitals are well supplied with basic equipment, medical 
equipment is used there for preliminary diagnosis, leading to suggestions of over-use 
for unnecessary tests:  
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I took a quick look. Medicines account for half and more of total inpatient costs in 
the township hospitals. The percentage is different in the county-level hospitals. 
More costs are incurred in tests and bed occupancy fees. All other miscellaneous 
expenses are very high. [Y1] 
 
My observations indeed suggested that public hospitals located in the county have a 
full range of equipment. 
 
Increased number of patients 
 
The investigation in “Dujuan” and “Xinghua” counties showed a significant increase 
in the number of patients in public hospitals, whose medical equipment is fully 
utilised, while private hospitals have difficulty surviving. At the time of fieldwork, 
government-funded expansion was underway in “Dujuan” County People’s Hospital 
and “Xinghua” County People’s Hospital. As the President of the latter [Y5] 
explained:  
 
The new RCMS has saved the township hospital. The County Hospital has also 
benefited from it. Since the implementation of the new RCMS, there has been a 
marked obvious increase in the number of outpatients
‡‡
 and inpatients. Because 
agricultural workers had to bear all medical expenses before the new RCMS, they 
just ignored minor illnesses and delayed seeking treatment for serious conditions. 
They only went to hospital when they could no longer tolerate their symptoms. Some 
did not see a doctor at all even when the condition became very serious. Now, 
                                                             
‡‡ Though there is no fund pooling arrangement for outpatient care, members can use their own contributed membership fees 
recorded on their new RCMS ID books as outpatients. 
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agricultural workers may come to see the doctor if they have a minor illness. They 
go to hospital for a test if they have severe disease.  
 
 
Participant Y8, an experienced nurse who acted as a receptionist at “Dujuan” County 
People’s Hospital, described the result:  
 
Many patients started coming to our hospital after the implementation of RCMS 
because patients can be reimbursed part of their expenses. We start working at 8 
a.m. But there are still crowds of patients from 9 to 11 a.m. Patients wait in the 
lobby and enter the doctors’ offices one by one. We are also very busy from 2 to 4 
p.m. 
 
Private health care 
 
In addition to the county public hospitals, there are two large private hospitals and 
some private clinics. These county private hospitals are also equipped with basic 
medical technology: 
 
We have all the basic equipment such as ultrasound, x-ray, and equipment for other 
routine tests. We even have some equipment better than the public hospitals. But we 
don’t have colour ultrasound. [Y9] 
 
However the number of patients visiting private hospitals in the county has fallen 
greatly because these hospitals are excluded from RCMS. “Jiaren” Hospital in 
“Dujuan” County has had fewer and fewer patients since the implementation of 
RCMS.  According to the president of the hospital (Y9), who is also the County 
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Committee of Chinese People’s Political Consultation representative, inclusion in the 
new RCMS is critical to its survival. “Dujuan” is an agricultural county, so the 
majority of patients are agricultural workers. In the past, according to the president, 
the hospital had a large number of patients because of its good reputation and low 
cost. But after the implementation of RCMS, this situation changed:  
 
The new RCMS is very important for our development. If the government does not 
solve the problem (that is, exclusion of private hospitals from RCMS), we would be 
on the edge of going out of business. We may eventually have so few patients we will 
have to close. I think this is not only detrimental to us but also a big loss to the 
government. I am not sure whether the government has realised it. Even without any 
funds from the government, we provide good medical services to the workers. 
Agricultural workers in town have easy access to medical services. Due to the 
existence of the private hospitals, agricultural workers pay less medical expenses. I 
think private hospitals bring benefits to agricultural workers in “Dujuan”County. 
 
Similarly, the vice president of “Baixing” Private Hospital in “Dujuan” County (Y10) 
– who, along with some of his colleagues, quit the public hospital in 2005 and jointly 
set up “Baixing” Hospital - bemoaned their exclusion from the new RCMS: 
 
The main difficulty we faced in 2008 was the implementation of RCMS. Well, it can 
be said this way, the implementation of RCMS is detrimental to our survival. Ninety 
percent of our patients come from the countryside. They are very poor. RCMS 
provides agricultural workers with a new choice in seeking medical services. There 
are no big hospitals in town. The patients with severe diseases would go to the 
county hospitals when they are told that they can have 50 per cent of their expenses 
reimbursed. 
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In other words, these doctors in private hospitals believe that exclusion of private 
hospitals from RCMS prevents competition and strengthens the monopolistic position 
of the public hospitals to the detriment of the agricultural workers:  
 
I don’t think it is fair. It is not in compliance with the policy of building a 
harmonious society set by the government. More importantly, this is not good for the 
healthy development of the new RCMS, and does not help it play its intended role. 
[…] I even wrote proposals to local government and asked for an explanation for 
why private hospitals cannot participate in the new RCMS. Private hospitals have 
better conditions than township hospitals in areas such as technical skills and 
equipment. Why are we excluded from RCMS? [Participant Y9] 
 
 
Private hospitals by contrast have to use their own resources for such investment in 
equipment and infrastructure. Since they are profit-oriented, they lack the incentive to 
do so. While they would like to invest in infrastructure such as new wards and 
buildings which patients would see as major improvements, the competition between 
public and private hospitals forces the latter to invest in equipment of only the most 
basic kind. 
 
The wages of medical staff in private hospitals are a little higher than those in public 
hospitals. However, the difference is not great. Y9 in “Jiaren” Hospital said the 
average wage for their medical staff was over 20,000 CNY (3000 USD) before the 
implementation of the new RCMS, after which it rose to about 30,000 CNY (4498 
USD). However, the running of this private hospital became relatively difficult in the 
months immediately after the implementation of the RCMS. Y10 said the wage level 
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of “Baixing” Hospital is almost the same as that of the public hospitals. Doctors’ 
annual income is about 20,000 CNY (3000 USD). The wage levels vary among 
medical staff based on their technical skills. Nursing staff earn less than 20,000 CNY 
(3000 USD) per year. 
 
Healthcare institutions at the township level 
 
Medical staff 
Although there is a huge demand for professional doctors with formal medical 
training in the Miao area, few doctors are willing to work there. Even the county-level 
hospitals do not attract such personnel, let alone the township hospitals:  
 
Not only “Diandian” Township, but also the whole county. “Xinghua” County does 
not attract such professionals. At a meeting of personnel working in the public 
health system we were told that professionals qualified in medical imaging are not 
willing to work here. Even graduates with a bachelor’s degree do not want to work 
in the county-level hospitals. [Y1] 
 
Young graduates with formal diplomas seldom want to come to this area because of 
the underdevelopment in the economy. [Y3] 
 
The number of positions in the township hospitals is set by government according to 
the size of the population served. As mentioned earlier, the government funds 60 per 
cent of the wages. On average an assistant doctor gets 800 CNY (120 USD) per 
month from the government, the rest of his wage coming from hospital profits. In 
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“Diandian” Town Hospital, for example, the hospital provides medical services to 
about 5000 people. The government funds wages for only 1.5 people – an amount of 
only 1200 CNY (180 USD). There are four medical professionals in the hospital, each 
receiving 300 CNY (45 USD) per month. Y1 is the only assistant doctor and also the 
head of the hospital:  
 
All our profits come from selling medicines. We usually do not ask the patients to do 
medical checks. Of course, it is another financial burden for the patients to have 
medical checks[…]I have an annual income between 10,000 to 20,000 CNY. It is not 
enough for me to cover my living costs[…]The expenses such as examination and 
verification of the licences, and the hospitalisation expenses would be over several 
thousand CNY each year. There are also other expenditures. Fortunately the upper 
level government does not collect other taxes and fees. 
 
At the time of data collection (2008), profits from selling medicines constituted the 
major source of income for the township hospitals. The government set the standard 
for prescribing medicines, not the medicine prices. Prices for the same medicine 
manufactured by different pharmaceutical companies varied considerably, since the 
government then only suggested a recommended price. The retail mark-up was about 
15 per cent of the purchase price from the pharmaceutical company. Because there 
were many intermediate links connecting pharmaceutical companies to the hospitals, 
the prices of medicines were high. It was claimed that some doctors falsified the 
invoices, purchasing very cheap medicines but selling them to patients at the 
suggested retail price. Not surprisingly, patients complained about this practice. 
Significantly, in response to this situation, the Chinese Government introduced the 
“zero profit” and essential medicine list policy in 2009. This intervention is likely to 
have had a major impact on the price of medicines in township health centres. 
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Because local people live in a sparsely populated area and there are not enough 
professional doctors in public hospitals, there is a shortage of qualified doctors in the 
Miao area. Even though there are four doctors on staff, the hospital cannot meet local 
demand. The facility has responsibility for medical services, prevention and 
vaccination, health education, as well as the new RCMS reimbursement for the whole 
township. According to the standard hospital requirements, the doctors should be 
family doctors with qualifications but doctor Y1 only graduated from nursing school 
and received a junior title, while the others have not passed the professional exam and 
do not know how to use the equipment they have:  
 
I have to serve as the clinical doctor all day long. I have to improve skills and be 
familiar with the new RCMS materials. So I don’t have time to study. We are short of 
doctors. I have to do a lot of things such as injection, prescribing medicines and 
taking care of the pharmacy. All these things make me feel overwhelmed. [Y1, 
Director and doctor in a township public hospital] 
 
 
Y1 has undertaken extensive training. In 1995, he took a three-year course, which he 
paid for, and he has attended a variety of educational programs sponsored by the 
government and other NGOs. He even took a year’s leave to study at “Xinxin” 
Hospital of “Dingdang” University. Free training is offered every year, ranging from 
12 months to a few days: 
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I definitely learned a lot from these training sessions [at “Xinxin” Hospital]. I was 
not sure how to handle some diseases before but after training I have learned what 
to do, so those patients would not have to transfer to other hospitals. 
 
Now his biggest wish is to have training in West China University of Medical 
Sciences. He thinks that effective diagnosis and treatment of patients is closely related 
to doctors’ expertise. Although he graduated from vocational school, he still cannot 
fully understand the textbooks where many complicated diseases are discussed:   
 
I studied in “Xinxin” Hospital [a university hospital in “Dingdang” Province] for 
one year. I saw some patients from the rural areas come to the hospital for 
treatment. Their conditions had not been diagnosed in their own township or county 
hospitals, even though they had undergone medical examination there.  This shows 
that doctors in the rural areas do not have enough expertise and experience. Some 
symptoms are not mentioned in the textbooks. Textbooks also include many 
complicated diseases. I don’t have solid knowledge; however, I can see that doctors 
in these big hospitals are well educated. 
 
Doctors in township hospitals diagnose diseases mainly through experience and the 
four methods used in traditional Chinese medicine: looking, listening, asking and 
touching, as Y1 explained: 
 
Generally I would ask the patient questions. I listen to his complaint. I also observe 
his appearance, mental state and symptoms. After a simple diagnosis by looking, 
listening, asking and touching, I can decide what’s going on with the patient. Of 
course, only the experienced doctor is able to diagnose the disease by feeling the 
pulse. We don’t ask the patient to do medical tests because of the cost to them. Of 
course, for the sake of accuracy, appropriate medical testing should be done. But 
rural agricultural workers are very concerned about costs. If you ask them to have 
those tests, they are not happy. 
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In relation to treatment, doctors generally combine western medicine with traditional 
Chinese medicine according to the patients’ preference: 
 
In the past, I used to prescribe Chinese medicine. Now we have many western 
medicines available and I have begun to prescribe these. Especially after training in 
the hospital, I prescribe western medicine more because I see they are more 
effective. For digestive diseases, I mainly prescribe Chinese medicines. They are 
cheap and have few side effects. [Y1] 
 
Doctors serve both Miao patients and Han patients. Y1 said they can speak and 
understand simple Miao language because they have been working in the Miao area 
for a long time. Most older Miao people speak Mandarin although some of the oldest 
only speak Miao. Because they are usually accompanied to the clinics by their 
children, who speak Mandarin, communication problems typically do not arise. 
 
Besides working in the clinics, doctors in township hospitals also conduct home 
visits:  
 
People may get sick at any time. We have to go to the patients rain or shine. I ride a 
motorcycle to the patient’s house and do not charge them for petrol. I also do not 
charge them for sign-up fee, injection fee or visit fee. I just charge for the medical 
costs. If they are enrolled in RCMS, I know they will get some reimbursement, so I 
may charge them for petrol now that the price of oil has gone up. One tank of petrol 
in my motorcycle costs about 50 to 60 CNY. I spend about 1000 CNY on petrol. I do 
not charge if I only travel one or two kilometres. If the distance is longer, I will 
charge one or two CNY for petrol. [Y1] 
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However, under the new RCMS, professional doctors are not encouraged to conduct 
home visits because of potential risks to patient safety: 
 
Old patients prefer home visits. But professional doctors are not encouraged to do 
so. It is okay as long as there are no complications. If there is a problem, the doctor 
will be blamed. For example, patients usually have some reaction after injection, 
such as allergy and fever. If we do not bring along enough medicine, how can we 
take emergency measures? Time is very critical in an emergency. We perform 
injection in the patient’s house. It is impossible for us to stay there for half an hour 
and observe the patient all the time. [Y1] 
 
Therefore, township doctors hope the patients to visit their medical centre in person 
because of the considerations of patient safety and time limits within their daily busy 
time schedule. 
 
Medical equipment 
 
The government has provided some financial support for the renovation and 
expansion of “Diandian” Miao township hospital. The hospital has four doctors, all 
from the same family. It houses a ward, medical consultation room, injection room, 
pharmacy for Chinese and western medicines, medical examination room, new RCMS 
office, and computer room; an operating theatre is under construction. But they are 
poorly equipped:  
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We don’t have any equipment. We only have three old things: stethoscope, blood 
pressure measure and thermometer. We only ask the patient to do a blood test if he 
has a severe disease. If they have severe cough, we would ask them to have a chest x-
ray. These are basic tests. We can also do blood sugar and urine sugar tests. We 
don’t see many kinds of diseases here and we don’t have as many patients as in the 
big hospitals. Generally speaking, we can handle the patients. Some equipment 
which the government promised to distribute to us has not arrived yet. [Y1] 
 
While the county hospital is well supplied with basic equipment, there is a severe 
shortage of medical equipment, skills and doctors in the rural area where most of the 
old Miao people live. A number of health professionals mentioned that the medical 
facilities in township hospitals are poor. For example: 
 
It is very hard for the township hospitals to effectively treat patients with serious 
disease. They have to go to the hospitals in the county. Therefore, there is an 
increase in the number of patients in the county-level hospitals. [Participant Y5]   
 
My own observations indeed suggested that township hospitals have less equipment.  
 
Increased number of patients 
 
The President of that hospital (Y1) reported that more patients have come to the 
hospital since the implementation of the new RCMS. In the past, agricultural workers 
only went to a hospital if they were seriously ill and some patients sought early 
release even though they were not actually cured. Now patients can have some of 
their expenses reimbursed through the new RCMS. If the agricultural worker is 
admitted to hospital, he must pay 40 CNY as a “gate fee” which is not deductible or 
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reimbursable but will have 60 per cent of the expenses over 40 CNY reimbursed. 
Because the conditions in the township hospital are very poor, patients with serious 
conditions can receive a medical examination in the county hospital. After that, they 
come back to the township hospital for follow-up treatment such as injections. They 
can have more costs reimbursed in this way. As a result, there are more patients than 
ever before in the township hospital. According to one doctor (Y10) in “Baixing” 
private hospital: 
 
RCMS helps the township hospitals to survive. Before the implementation of RCMS, 
these township hospitals did not make ends meet. Some were almost driven out of 
business. There were no patients in some hospitals. A town hospital, not far from us, 
has dozens of employees. They only made about 10,000 CNY a month. Now the 
authority in charge of the medical system helps these struggling hospitals revitalise 
and survive. 
 
Healthcare institutions at village level 
Medical staff 
 
Under the new RCMS, all village doctors act as family doctors. Their main duty is to 
conduct preliminary examinations of patients. Since they live in the same village as 
the agricultural workers, they are the first port of call in times of illness. If there is no 
improvement the next step is to go to a township hospital and from there, if their 
condition deteriorates, they will be transferred to the county hospital. In the group 
discussion, one village doctor commented: 
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The main task for village doctors is to handle acute disease and sudden illness such 
as headache and stomachache. Village doctors only give preliminary diagnosis and 
treatment due to the backward economy in the rural areas. They usually prescribe 
medicines worth 2 to 4 CNY. If the medicine does not work, the patients would be 
referred to the township hospital. Doctors in the township hospital may prescribe 
medicines worth over 10 CNY, and doctors in the county hospital may prescribe 
medicines worth over 100 CNY. The expenses include the cost of medicine and travel 
as well as time off work. Village doctors are supposed to do everything. They have to 
handle patients, cure diseases, do prevention and do farm work. They have to know 
everything to survive. [Participant Y13] 
 
Village doctors are responsible for disease prevention, including vaccination, in the 
villages. They have to make several trips to collect the vaccines in the township 
hospital because they do not have refrigerators for storage. They then have to 
administer the vaccinations individually in the agricultural workers’ homes. They are 
also responsible for promoting RCMS and rural health care by, for example, 
displaying posters outside their clinics. In the group discussion, village doctors 
described their duties as varied and difficult: 
 
Under the new RCMS, village doctors only receive the outpatient fees. We have to do 
prevention and vaccination. It is very hard to perform the duties of a village doctor. 
[Participant Y15]  
 
We also need to do some number counting. One is for the planned births. If we 
report the number of unplanned births honestly, we would offend some agricultural 
workers. They have to pay a fine before they can apply for their residence record. If 
we do not count those unplanned births, the upper-level authority will criticise us for 
violating the rules. It is very common for agricultural workers to prefer boys to girls 
in rural areas. [Participant Y13] 
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It takes one month to turn over… it is difficult to apply for loans. Township hospitals 
require that we mark up 15 per cent of the purchase price of the medicines. In fact, if 
we follow this rule, we cannot survive at all… because we have medicines that 
expire, they don’t take this into account. It costs about 300 CNY each year. We 
spend 100 CNY to get the health certificate. We have to pay for the training 
materials sponsored by the medical surveillance institute. This does not include 
travel expenses. If travel expenses are included, it should be more than 300 CNY. 
For training in the county, we have a heavier workload. There used to be fewer 
tables to work on… For example, starting from March 1, 2008, we have 10 patients 
today. We have to input the data into the computer and make it clear we have 10 
patients to handle. The disease type, the prescription, and other information must be 
entered. Otherwise they won’t recognise your workload. Staff managing the new 
RCMS in the county government only perform administrative duties. They don’t 
oversee how much is needed for reimbursement. They just oversee us, especially how 
much money we still have. As to whether we can survive, they don’t care. We have to 
buy medicines from the official company. We definitely cannot use medicines that 
have expired. If we were caught violating the rules, we would be fined. [Participant 
Y12] 
 
A township hospital doctor [Y1] supported these doctors’ complaints:  
 
The village doctors have a heavy workload. Take vaccination for kids as an example. 
They have to work in the forefront. In the new RCMS, they prepay for the 
agricultural workers. They cannot get back their income for treating outpatients in 
March until some day around 20
th
 of April. They get reimbursement the next month. 
This locks up their current assets. They have to prepay with their starting fund. 
 
Village doctors are required to be on duty all day but, because their wages are so low, 
every doctor is also a farmer who has to look after his land. It is therefore difficult for 
them to practise medicine full time and they usually adjust their work schedule around 
patients’ visits:  
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Agricultural workers usually come to my clinics in the morning and in the evening. 
There is a custom in the rural area that, right after daybreak, they come to see 
doctors. Then they go to work in the field after breakfast. They work in the morning 
and in the afternoon. It is spring now. I have most patients from 7 to 9 a.m, and from 
6 to 8 p.m when they are relatively free. They usually have breakfast at 9 a.m and go 
to work after that. They return home before it gets dark in the late afternoon. If they 
need an injection, they come to my clinic and get it done. Then they go home to 
prepare dinner. That is the typical pattern of the agricultural workers. [Y3, village 
doctor in “Meihao” village] 
 
They give out their cell phone number so that, if they have to be temporarily absent, 
patients can call first. In many cases, village doctors also make home visits. Their 
main means of transport is by motorcycle. They charge fees on a sliding scale 
according to the patient’s financial circumstances.  
 
Transport was cited by several participants as the principal obstacle for them in their 
practice:  
 
The main problem is the high elevation of the geographical location. Transport is 
not convenient…We have to walk to the patients’ home. For example, I have four 
patients living in different places this afternoon. I have to walk to their houses. There 
is no road to those houses. They are located in the mountains. [Participant Y4] 
 
If patients need you to make a home visit, even if this involves a long distance in the 
mountains, I have to go. Even if it is late at night, I have to go. [Participant Y2, most 
of whose patients are Miao people] 
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There is generally no charge for home visits in the same village but in other cases: 
“We charge according to the situation of the patients. If they are very poor, we do not 
charge at all.” [Y2] 
 
Most doctors use a thermometer for diagnostic purposes but generally base their 
judgment on what their patients tell them about their symptoms. They often use 
traditional Chinese methods as well as routine blood, urine or stool testing. Treatment 
methods include traditional Chinese medicine, injections, acupuncture and simple 
bandages and stitches. Although they believe that basic western diagnostic techniques, 
including ultrasound, are very useful - and hope to obtain the necessary equipment - 
they are concerned that patients cannot afford the costs. 
 
These doctors can access free annual training sponsored by the government. 
Sometimes this takes place in county hospitals, at other times experts are invited to 
give seminars. Most training sessions are short, lasting from three to five days or up to 
one or two weeks. There are also half or one day workshops, perhaps targeting a 
specific infectious disease.  Most of the costs (fees and living expenses) are covered 
by the government, with the trainees only having to pay some of their travel expenses. 
While courses tend to focus on theoretical aspects, the doctors believe that “Theory 
should be combined with practice. It doesn’t work if we only have theory.” [Y6]: 
 
If you ask me to recite the theory, I cannot do it. But actually I handle the patient, 
and then I get to know what’s going on there. Well, I am applying practice in the 
countryside. It doesn’t work if I only have theory. In the rural areas, if patients trust 
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the doctor, they will ask him to cure his disease. If the doctor has a good attitude and 
comes to the patient’s house very quickly, and finally makes the patient well, the 
patient will trust him. [Participant Y4] 
 
I attended a two-week training session on two common diseases (diarrhea and cold) 
sponsored by the United Nations Children's Fund in 2007. We mainly learned how 
to diagnose the disease. The teachers went to the villages and showed us how to 
check and diagnose the diseases. Now I have many child patients. [Participant Y2] 
 
Patients always evaluate doctors according to how quickly their conditions are 
ameliorated. If the symptoms do not abate quickly, the patients may be transferred to 
a different clinic. So, in order to keep the patients in their clinics, some village doctors 
prescribe higher doses of medicines, thereby breaching the prescription rules and 
practice procedures:  
 
Only a percentage of the cost can be reimbursed through the new RCMS. Take 
antibiotics as an example. Doctors in our township clinic don’t have a medical 
school diploma. We have to do prescription based on our medical consultation 
experience. We use BID if third generation cephalosporins has to be used. But this is 
not permitted under the new RCMS. We don’t have evidence such as blood or urine 
test results because we lack equipment. But, in fact, we are right to do what we do. 
[…] Patients judge differently. If they have a headache and get better after having 
an injection here, they will think that the doctor is doing the right thing. If they are 
not cured, they won’t come back. They will think that the doctor is bad. We disobey 
the principle of using compound aminopyrine. We use it in intravenous injection. But 
we have no alternatives. We have to use intravenous injection. But this is not what 
the textbook says. We violate the rules for professional medical staff. If they are not 
cured, patients will not trust us. We have no other way. If you use some medicine but 
the patient still feels sick, he will not come back. But for the sake of profits, we have 
to do something against our principle. We have no alternative. [Participant Y12 ] 
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However, doctors who graduated from formal medical colleges and schools observe 
the prescription regulations. For example, village doctor Y3, who graduated from 
nursing school, said: 
 
I seldom prescribe penicillin. I don’t like antibiotics. I have to consider medicine 
safety. I barely prescribe penicillin. Now I don’t even prescribe penicillin injection 
except for extremely severe disease. For those serious diseases, penicillin is 
prescribed only for chronic bronchitis. I only prescribe penicillin as an intravenous 
injection. I hardly ever prescribe penicillin as a skin injection. If I have to use 
penicillin, I do a skin pre-test. I should say that I never prescribe medicines if they 
are not necessary because I graduated from formal medical training.  
 
Compared with township and county hospitals, it is very common for village public 
and private clinics to prescribe only cheap medicines. They seldom buy expensive 
medicines such as steroids and only keep small supplies of others, such as 
progesterone and adrenaline (or epinephrine), for use in an emergency. Expensive 
medicines are only purchased when they are really needed, otherwise doctors face 
financial loss if they expire. Medicines are purchased from county pharmaceutical 
companies and there are regulations governing prescription and quality. Sometimes 
the invoices are examined by officials who work in the new RCMS administrative 
office. Some village clinics and township hospitals make public the cost of medicines 
but private clinics are not required to do so. According to one village doctor [Y3]:  
 
Only generic medicines are prescribed in the rural areas. Agricultural workers 
cannot afford expensive and brand name medicines. 
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Some doctors who studied under the apprenticeship system like to prescribe 
traditional Chinese medicine. Because some Chinese medicines and herbs are 
effective for some illnesses, patients prefer these cheap medicines. However, if the 
patient suffers from an acute illness, western medicines have to be prescribed because 
they act more quickly and effectively:  
 
We mainly studied traditional Chinese medicine. These Chinese medicines and herbs 
are not expensive. I charge very little for these medicines. The charge here is not 
comparable with those in the township hospitals. I charge 5 CNY at most. It takes 
1.5 times longer for Chinese medicine to take effect than western medicine. For 
example, if it takes 24 hours for western medicine to take effect, Chinese medicine 
will usually take three days to show some effect. However, Chinese medicine is safer. 
[Participant Y4, who learned medicine as an apprentice at the age of 14] 
 
Another problem facing village doctors is that of bad debts. Every village doctor in 
both private and public village clinics has some patients who owe them money. On 
average, each clinic would have an outstanding debt of 2000 CNY. Patients usually 
pay the debt after six months and some may take two to three years. These 
outstanding debts put clinics under financial strain: 
 
I collected back debts of 2000 CNY last year. It takes me about five months to get all 
my money back. Now, only three months have passed this year and I already have an 
outstanding debt of about 300 CNY. But patients will pay me back sooner or later. 
[Participant Y2] 
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The government pays 100 CNY per month to the doctors in the village medical clinics 
as the public health subsidy. These clinics are responsible for their own operating 
profits and losses.  
 
Doctor Y3 in “Meihao” Village reported that he only has an annual income of about 
5000 CNY (750 USD), of which 2000 CNY (300 USD) consists of uncollected debts. 
He has to have an annual medical health check, licence verification and technical 
training and travel to the training centre at his own expense. He can barely make ends 
meet. Village doctor Y6 said his income from being a doctor is less than 5000 CNY 
(750 USD) per year, of which 80 per cent is uncollected debts. He has a family of four 
and their total household income is less than 15,000 CNY (2249 USD), including 
income from agricultural production and other sideline activities.  
 
The income for private doctors seems to be higher than that for doctors in the public 
hospitals and clinics. However, their income is also less than 10,000 CNY. Miao 
doctor Y7 reported his annual income as “only several thousand CNY” and he has 
debts owing to him. 
 
Participant Y4 has a veterinary licence but no village doctor qualification licence. His 
total income from medical practice (human and animal) is between 8000 and 9000 
CNY, of which 2000 to 3000 CNY was owed to him. Including the income from 
household agricultural and other production, the total income for the whole household 
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is about 20,000 CNY. His son, who is studying at nursing school, has tuition and 
living expenses amounting to about 10,000 CNY. In addition, gift giving and 
communications also incur a major part of his expenses. Another Miao doctor [Y2] 
explained: 
 
I have little capital. If I had more, it would be possible to have an income of 10,000 
CNY per year [because I would be able to buy more] medicines. However, many 
people owe me money. 
 
All doctors expressed dissatisfaction with their wages. One commented in the group 
discussion: 
 
The county public health bureau does not attach importance to the hospitals and 
clinics in the towns and villages. The topic of increasing wages has not been touched 
in the past 15 years. Hospitals and clinics in the towns and villages have to generate 
funds on their own. But the professionals working in animal production receive 
payments from the public purse…Those professionals working in animal production 
have been treated as government workers. However, we - doctors providing medical 
services to human beings - receive inferior treatment compared to them. In terms of 
the public health system, all clinics in the towns and villages are responsible for 
their own expenses and profits. For example, if the village doctor turns 60 years old 
and retires, he will not get any financial benefits. Doctors in the rural areas provide 
services for local people. They deserveto be enrolled in the public pension system so 
as to reduce their worries when they get old. [Participant Y11] 
 
There has not been much change in the village clinics. According to another public 
village clinic doctor (Y6) in “Baobei” Village, agricultural workers use their new 
RCMS ID cards to see the doctors in the village clinics. This involves a complex set 
of procedures. First, village doctors have to send the prescriptions and invoices to the 
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township hospitals. Township hospitals then send these documents to the new RCMS 
offices. It takes one month to get back the money. Some village doctors find these 
arrangements unsatisfactory and are unwilling to accept the new RCMS ID card in 
lieu of payment. Sometimes, agricultural workers forget to bring their new RCMS ID 
cards. This is particularly the case for old people in the countryside, who often forget 
to bring the cards because they do not read and their children keep the cards. The old 
people simply do not know how the RCMS works. Therefore there has not been much 
change in respect of financial aid to the patients.  
 
There is only one doctor in each village clinic whether public or private. The doctors 
in these village clinics play various roles. They work as doctors, nurses and managers 
when patients require their services but they also do agricultural work when there is 
no demand for their medical assistance. Some even act as vets for pigs, chickens, 
ducks, cows and rabbits.  
 
Participant Y6 is the doctor in the village clinic. After practising medicine for over 30 
years, he has only just passed the exam to become an assistant doctor but the 
certificate has not yet arrived: “I would handle the patient if I am called on. If no 
patients need me, I do my farm work. I have had to do measles vaccinations over 
these past two weeks.” 
 
Miao doctor Y2 graduated from “Taohua” Nursing School. He is the assistant doctor 
in the private clinic in the village. He has been practising medicine since 1991. He 
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was the president in “Diandian” Town Hospital and then president in “Lanhua” Town 
Hospital. He left the hospital and started selling Amway products with his wife, 
whom he later divorced. He opened a private clinic in 2007: 
 
I have a severe shortage of funds. Because I just opened this clinic not long ago, I 
only see three to four patients a day. There are not enough doctors or medicines 
here. I am the only doctor. I have little capital, so I cannot buy many medicines. If I 
had 20,000 CNY, I could buy all the traditional Chinese medicine and western 
medicine I need. 
 
Only two Miao doctors interviewed were bilingual, speaking both Chinese and the 
Miao language or local dialect during medical consultations. Having lived in the Miao 
area for many years, other doctors can speak some Miao dialect but mainly use 
Chinese in their practice. 
 
Medical equipment 
 
Even after the implementation of RCMS, the government special funding was not 
extended to village public clinics. The village public clinics lack even basic 
equipment for preliminary examinations. Of the two public village clinic doctors 
interviewed, only one has a thermometer. Only one of three private doctors has a 
blood pressure measure as well as a thermometer. Almost all doctors lack equipment 
for routine blood, urine and faecal tests, relying instead on traditional methods such as 
observation and clinical histories:  
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My blood pressure meter and stethoscope were broken a long time ago. I reported 
this problem to the hospital. They haven’t bought new ones for me yet. A stethoscope 
costs 120 CNY and a blood pressure meter costs dozens of CNY. I only have a 
thermometer, which is faulty. It is not very useful. I mainly feel the patient’s pulse 
and listen to what the patient tells me. [Doctor Y6 from “Baobei” Village] 
 
Doctor Y3 in “Meihao” village is a 24 year-old who graduated from nursing school 
during his army service. He is a family doctor who provides diagnostic, therapeutic 
(e.g. injections) and preventative (vaccination) services and performs home visits. 
Regulations require that he lives in the clinic but the living conditions there are very 
poor. There is no separate bedroom so he sleeps on the examination bed. He has to 
walk 500 metres to get drinking water at another farmer’s house and has only a small 
stove for cooking. Although he knows how to do a couple of simple blood tests, he 
does not have the necessary equipment. At the same time he questions the value of 
having the equipment in his clinic: 
 
Agricultural workers don’t want to have medical tests because they want to save 
money. If these tests are really necessary, they will do it in the higher level hospitals 
[where they can have 55 per cent of the costs reimbursed]. Frankly speaking, village 
doctors are not confident enough to handle those patients with serious diseases.  
 
My own observations indeed suggested that village clinics lack even basic equipment.  
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Private health care 
 
There is no obvious difference between the medical skills of doctors in village private 
clinics compared with those in township hospitals. The village private clinics also 
lack basic equipment for preliminary examinations. Only one of three private doctors 
has a blood pressure measure as well as a thermometer. Their situations are similar to 
village public clinics. They also lack equipment for routine blood, urine and faecal 
tests, relying instead on traditional methods such as observation and clinical histories. 
 
A private doctor (Y4) in “Meihao” Village graduated from junior high school. He 
learned traditional Chinese medicine and western medicine as an apprentice in a 
private clinic when he was 14 years old. He also taught himself veterinary medicine. 
He started providing medical services at the age of 24 (he is now 41).  Despite the fact 
that he is only formally licensed as a veterinarian, he treats patients – mainly with 
traditional medicine and herbs – and is very popular among local residents because of 
his personal service and low fees. He commented: 
 
Although the new RCMS has been implemented in this village for several years, 
many agricultural workers still trust me. My income has not been affected much. 
Moreover, I have a good attitude to my patients. I go to the patient’s houses no 
matter how late it is at night. I always talk with the old people for a while when I 
check their health condition. If they catch cold, they feel much better after the talk, 
and get better quickly. 
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Another 37 year-old private doctor (Y2) in “Shitou” Village is also very popular 
because of his good medical skills. He also reported that his income had not decreased 
following the implementation of the new RCMS: “I am the only doctor here, a place 
where there is a lack of medicines and doctors. Of course, I would like to enroll in the 
new RCMS”. 
It is evident that in areas where Miao people lived there was a significant lack of 
medical practitioners. 
 
Conclusion 
 
The health care of older Miao people is closely associated with the medical services 
available to them. This chapter has shown that there are a limited number of qualified 
health professionals, inadequate medical infrastructure and equipment, including 
medicines, and poor working conditions for township and village level health 
professionals. At the same time, unfavourable government treatment results in 
wastage of private healthcare services. The new RCMS is a public rural health care 
policy which is metro-centric and focuses on services in regional centres, with limited 
services for remote and sparsely populated areas. Older Miao people in this rural area 
have not obtained significant benefits from the new RCMS according to the views of 
the health professionals and managers. Nevertheless, township and county public 
hospitals benefitted from the Scheme in so far as they received more financing to 
increase inpatient services. The next chapter explores the RCMS and health service 
organisation in rural China from the perspective of public officials.  
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CHAPTER 7 
THE NEW RCMS AND HEALTH SERVICE 
ORGANISATION IN RURAL CHINA: PUBLIC 
OFFICIALS’ PERSPECTIVES 
 
 
_____________________________________________________________________ 
 
 
Implementation of the new RCMS relies on a nationwide army of administrators, 
clerks and other officials whose roles are delineated at national, provincial and area, 
county, township, and village levels. In Chapter 2, the new RCMS administrative 
system was described in detail. This chapter documents the experiences and 
perspectives of officials involved in administering the RCMS at different levels. It 
examines the similarities and differences in their views of the new RCMS and health 
service organisation in rural China.  
 
 
Characteristics of participants 
Table 7.1 describes the socio-demographic characteristics of the 16 public officials 
who participated in the project: eight completed individual interviews and eight took 
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part in focus groups. In subsequent discussion they are identified by the letter G (for 
Guan or official) and a number. 
 
The 16 participants comprised 11 men and five women, with a mix of Han (n=13) and 
Miao (n=3) ethnicities. Their ages ranged from 28 to 79 years. Eight participants were 
willing to divulge their annual income, educational background and years of service. 
The eight focus group participants were unwilling to do so. Based on the available 
information, a picture emerges of rural township officials having a mixed educational 
profile, with the younger generation having graduated from college or university 
while their older counterparts had only completed primary school. Village officials 
had no secondary or tertiary education. Apart from one widower, all the village 
officials were married. The town officials lived and worked in the “Diandan” Miao 
township administrative building on weekdays. One was on duty on weekends while 
the rest returned home to family members in the nearby county by bus on Friday 
afternoon, returning to work on Monday morning.  
 
One participant, a university professor, was one of the key members of the Ministry of 
Health’s New Rural Cooperative Medical Technology Steering Group. Of the 
remainder, four were officials from a Miao rural township, including the retired 
manager of this township and three village officials who described their occupation as 
agricultural worker; the latter included the Vice-Chairman of the OPA in a village. 
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Length of service ranged from over 30 years to six months. Twelve participants were 
Communist Party members. 
 
The rural town officials’ individual annual income ranged from 15,000 to 20,000 
CNY (US$2223 to US$2964). The village officials’ entire family income ranged from 
8,500 to 20,000 CNY (US$1260 to US$2964) per annum. Rural town officials and 
their superiors could access retirement income but the village officials lacked such a 
benefit and would have to rely on their own savings or the support of their children. 
 
 
A National Perspective 
 
A national level perspective was provided by Participant G2, a member of the most 
significant advisory group to the new RCMS - the Central Government’s RCMS 
Steering Committee. Like the other 29 members of the Committee, his role was to 
provide advice and guidance about the new RCMS to both the central and provincial 
governments throughout China. He was not an executive officer of the Chinese health 
bureaucracy but was a university professor and a researcher specialising in the new 
RCMS. 
 
According to G2, the Scheme’s design and implementation to date is appropriate to 
the  level  of  China’s  current  economic  development.   While the overall picture is  
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Table 7.1: Sociodemographic characteristics of public official participants (2008) 
 
Participant Age Gender  Ethnicity Marital 
status
1
 
Income CNY 
p.a. 
Income 
USD 
p.a. 
Education 
Completed 
Occupation Level of 
employment 
Years  
of 
service 
Religious 
affiliation 
Communist 
Party 
membership 
G1
#
 37 M Miao M 15,000(family 
income) 
2,239 Primary school 
(Several terms) 
Agricultural 
worker 
Village 20 None No 
G2
#
 65 M Han M 50,000 7,463 B. in Health 
Economics 
Professor National 25 None No 
G3
#
 45 M Miao M 9,000 1,343 Middle School Agricultural 
worker 
Village 20 Miao 
religion 
No 
G4
#
 39 M Han M 20,000 2,985 B. in Law Official Rural town 0.5 None Yes 
G5
#
 48 M Miao M 18,200 2,716 Correspondence 
secondary school 
(Econ. Adm.) 
Official Rural town 20 None Yes 
G6
#
 42 F Han M 15,000 2,239 Diploma in Econ. 
Adm. 
Official Rural town 10 None Yes 
G7
#
 62 M Han M 26,000 3,881 None Official Rural town 30+ None Yes 
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G8
#
 79 M Han W 20,000(family 
income) 
2,985 Primary school Agricultural 
worker 
Village 5 Buddhism No 
 
G9* 40 F Han M - - - Official City - None Yes 
G10* 35 F Han M - - - Official City - None Yes 
G11* 75 M Han M - - - Official City - None Yes 
G12* 45 M Han M - - - Official County - None Yes 
G13* 35 F Han M - - - Official County - None Yes 
G14* 40 M Han M - - - Official County - None Yes 
G15* 65 M Han M - - - Official County - None Yes 
G16* 28 F Han M - - - Official County - None Yes 
 
1
 M – Married, W – Widowed     # Participant in semi-structured individual interview   * Participant in focus group discussion 
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generally positive, he identified a number of problem areas, notably in relation to 
administrative stability, information infrastructure, hospital reimbursement, fees, 
portfolio integration and improvements in health services themselves.   
 
 
Administrative stability 
He noted that differences between rural and urban healthcare services meant that it 
was difficult to find a single solution for each problem. Overall, he likened the new 
RCMS administration to a medical insurance organisation that is 80 per cent funded – 
and therefore administered - by government. Unlike other countries, where an 
independent body evaluates hospitals, China does not have a history of non-
government organisations that undertake independent evaluations of government 
services but, he believes, these will appear as the economy develops. In future China 
will need to develop standardised procedures such as establishing criteria to determine 
which hospitals - public or private - can be admitted into the new RCMS.  
 
Information infrastructure 
 
He referred to the requirement for RCMS members to pay a premium of 10 CNY to 
join the Scheme. This payment was justified, he said, first because it sent out the 
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message that individuals should take some responsibility for their own health. Second, 
because China is a vast country and there is an increasing imbalance between rich and 
poor, the government cannot afford to provide universal free health care. Urban 
employees pay 2 per cent of their salary (excluding bonus payment) for basic medical 
insurance, while the government subsidises most of the health insurance costs of 
agricultural workers. 
 
Hospital reimbursement 
 
The adviser said that reimbursements would work if 5 per cent of the new RCMS 
fund could be put aside each year, and the remaining 95 per cent spent on 
reimbursements to agricultural workers. It would not work if the county officials 
saved too high a percentage and reimbursed a small amount to rural patients. Also, 
limited funds meant there were limits on medical procedures such as pathology tests 
and X-rays, among others, and reimbursement on these items was also limited.   
 
The participant noted that in east coast provinces such as Guangdong, Fujian, 
Shandong, Liaoning, Jiangsu, Beijing, Shanghai, Tianjin, and particularly Jiangsu and 
Zhejiang, older people had priority in the new RCMS. For example, they receive 5 per 
cent more than the average 40 per cent reimbursement rate and 20 CNY more in their 
individual RCMS savings accounts than young people. This was because their fee 
collection level was higher than in the west and inland areas. As well, east coast 
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village clinics tend to be modern facilities that include such services as pathology 
testing.  
 
Inpatients can apply for more reimbursement than outpatients, who receive a lesser 
amount or nothing at all. In rich rural areas along the east coast of China the “family 
bed” is regarded as part of the inpatient system for which reimbursement applies, but 
this depends on the local officials’ flexibility and administrative skills. The “family 
bed” actually saves money for both patients and for the new RCMS because no bed 
fees are charged at home. He agreed that it was inconvenient for agricultural workers 
to pay the total cost and then get reimbursed, pointing out that many areas had 
changed this practice to allow agricultural workers to pay only their required 
contribution at the time of service delivery with the remainder being covered by the 
new RCMS. 
 
Fees 
He explained that 90 per cent of hospitals have an upfront “gate fee” or patient 
contribution.  Patients, however, are also required to pay for treatment, medicines and 
other expenses associated with their hospital care before they leave hospital, and some 
of this is later reimbursed by the new RCMS. 
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The “gate fee” exists because some patients leave hospital without paying. As a result, 
hospitals have lost between several hundreds of thousands and several million 
Chinese Yuan in income each year. In the past, the government has subsidised the 
hospitals at the end of the year. If the financial status of the hospital is good, and it 
lost 1 million CNY, the government would subsidise 500,000 CNY and the hospital 
would pay the other half. If the hospital’s financial status was poor and it lost 1 
million CNY, the government would subsidise 700,000 CNY and the hospital was 
only responsible for 300,000 CNY. The participant did not know why this policy was 
not currently being practised. He said it was not because of lack of money. Therefore, 
many hospitals will not treat patients if they have not paid the “gate fee”, even if they 
are dying. Some patients with cancer give up their treatment because they believe they 
will lose both their money and their life in hospital.  
 
Noting that private hospital charges are lower than those in the public sector, the 
participant pointed out that private hospitals attract many specialists and appeal to 
retired and popular doctors. He argued that competition between public and private 
hospitals should be used to reduce medical costs, and that private hospitals should be 
accepted into the new RCMS as designated hospitals. Despite repeated assertions 
from the heads of the Ministry of Health that public and private hospitals should be 
treated the same,  he acknowledged that it will take time to implement these policies 
in practice. Typically, local government protects the public hospitals because it 
regards them as their own, in contrast with private “outsiders”. This does not 
encourage competition in the healthcare market. Rural people go to public hospitals 
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because they are designated under the new RCMS and they can be reimbursed for 
their care, which means the private hospital market could shrink. However, some poor 
people go to private hospitals because the charges are often lower than in public 
hospitals in rural China, even after RCMS reimbursement. According to this 
participant, this could also mean that their quality of service is low whereas in other 
countries private hospitals are associated with high quality. 
He also identified problems around the issue of pharmaceuticals: 
There are issues around medicine production and sales. The government knows 
these issues exist but don’t know how to deal with them. For instance, different 
people have different ideas on how to separate medical services and pharmacy 
services. The government has taken measures to reduce the price of medicines 
several times, and it has tried to reduce their inflated prices. However, the results 
have not been satisfactory. Formerly the Food and Drug Administration Bureau was 
responsible for medical and food products. Now the responsibility for medicine 
supervision has been returned to the Ministry of Health. Responsibility for 
production belongs to the industry itself and is supervised by the Development and 
Renovation Committee, under which there is a price administration department in 
charge of the price of medicines. 
 
It is common practice in the countryside for patients to pay the village doctor at the 
end of the year after the sale of their crops. The “Dingdang” Province government 
subsidises village doctors to the tune of 1200 CNY per annum, an amount the 
participant considered adequate in view of the fact that village doctors also undertake 
agricultural work. 
 
 
 
Chapter 7:The new RCMS & Health Service Organisation in Rural China: Public Officials’ perspectives     
Page195 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
 
 
The city perspective 
 
City officials are responsible for coordinating all city level departments (including 
health, finance, audit and supervision), monitoring the funds of the new RCMS and of 
basic health services and assessing the health services of city level new RCMS 
designated hospitals. They are also responsible for establishing policies for rural older 
people’s health.  As one participant explained: 
 
Older people with chronic disease such as diabetes or asthma can apply for a 
second reimbursement from us in addition to the first reimbursement they receive 
from the new RCMS. [Participant G10] 
 
Another role performed by city officials is the collection of feedback from local 
people about the new RCMS. To date this has been undertaken through public 
discussions via internet and radio, all of which have been conducted in Mandarin. The 
officials reported that they had not considered a similar campaign in the Miao 
language. I lived in this city for three days before moving to the Miao area and heard 
such a discussion on the radio – in Mandarin.  
 
The city officials all shared the view that the new RCMS had made recent progress in 
bringing benefits to the local agricultural workers. They based their assessment on 
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data from their new RCMS office and on reports from local county and township 
leaders. At the same time, they acknowledged that a number of problem areas 
remained, notably in relation to the establishment of the new RCMS offices, 
management of the new RCMS funding, excessive medical treatments in hospitals, 
financial management generally, and articulation between different health policies. 
 
Only three counties, for instance, have met with their approval in setting up the new 
RCMS offices:  
The other seven counties have not established the new RCMS offices properly 
according to our requirements. They have not completed the new RCMS personnel 
and funding arrangements. [Participant G9] 
 
They also believed there were considerable inefficiencies in managing the new 
RCMS funding, which affected the benefits available to local agricultural workers: 
 
More than 50 per cent of the new RCMS funding is left over (i.e. not spent) each 
year in many counties. [Participant G10] 
 
There was also concern about insufficient coordination between the various kinds of 
health policies:  
 
BMIUE [Basic Medical Insurance for Urban Employees], BMIUR [Basic Medical 
Insurance for Urban Residents] and the new RCMS are the three main health 
policies in China. Yes, there is an urban-rural divide. But we will try to balance all 
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the health policies and step up to universal health insurance one day. [Participant 
G9] 
 
The county perspective 
 
The roles of county officials include leadership and supervision. To this end, the new 
RCMS committee was established in the counties. It is led by the Deputy Secretary of 
the Communist Party who is responsible for health affairs in county government 
institutes, and the Deputy Director of the county who is in charge of health affairs. 
Since the new RCMS was a complex project, it could not depend only on the county 
Health Bureau, but also needed the cooperation of other departments. Therefore a 
coordination committee was established, led by the head of the county. In order to 
supervise the new RCMS, a supervision committee was established at the same time, 
led by the Secretary of the Discipline Inspection Commission of the county. As well, 
an Administration Centre, responsible for the daily affairs of the new RCMS, was 
established under the county health authority. Salaries of those working in the new 
RCMS administration centre do not come from the insurance fund. This centre is in 
charge of data collection and auditing, payments, and allocation of funds. At the 
township level, similar offices and supervision committees were established.  
 
Every year the “Xinghua” County officials prepare a budget forecast, an adjustment, 
and analysis of the results of the previous year. At the time this research was being 
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conducted, the budget was based on 80 CNY per agricultural worker, with 
adjustments being made to the level of reimbursement for the following year. An 
amount of 10 per cent is factored in for risk management, and the remainder is 
allocated to reimbursement for the agricultural workers. The officials prepare three 
sets of pilot budget plans. County officials identified two guiding principles in their 
roles in the new RCMS. One was convenience to local people. The other was the need 
for thorough documentation (doctors’ certificates, prescriptions, RCMS ID, receipts 
etc.) whereby they were able to monitor the Scheme’s implementation.  They did not 
believe self-regulation would be effective.  
 
Under the old RCMS, the smallest unit of implementation was a village team or 
township. The Chinese Government had no financial input at this level. Fees were 
paid by agricultural workers, who also collected their own Chinese herbs. Provision of 
health services was extremely low and the system was unregulated. Treatment of 
agricultural workers was limited to minor illnesses only.  In their view, this had meant 
that the leaders had good medicine, and the agricultural workers had Chinese herbal 
medicine. 
 
Overall assessment of the new RCMS 
 
The county officials interviewed were generally pleased with the development of the 
new RCMS since its introduction in this county in 2006. They reported that within 
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two years, 132,945 agricultural workers had received reimbursement totalling 
11,010,000 CNY (USD 1,720,313). It was the first time in Chinese history that 
agricultural workers had been reimbursed for medical costs. As Participant G7 
concluded: “The new RCMS lets agricultural workers obtain benefits, lets 
government win the hearts of people, lets medical institutions develop.” 
 
An important consideration in decision-making around reimbursement practices was 
the officials’ desire to make things as simple as possible so agricultural workers 
would not have to waste field work time and incur travel costs in the process. Since 
2006, local people have been able to apply for reimbursement directly from the 
county designated hospitals, which then obtain a refund from their county RCMS 
office. They noted that the reimbursement rate is adjusted accordingly each year. In 
2006, rural towns started paying 60 CNY and could apply for 50 per cent 
reimbursement; the county level was 200 CNY with 35 per cent reimbursement; and 
the corresponding figures above that level started at 500 CNY with a reimbursement 
rate of 16 per cent. In 2007, this had changed to 40 CNY (55 per cent reimbursement), 
150 CNY (40 per cent) and 400 CNY (18 per cent) respectively. A special 
reimbursement rate applies in the case of serious illness, which can have a range of 
consequences including sending a family into poverty. However the fund limit meant 
that, if the reimbursement application was for less than 10,000 CNY, reimbursement 
would be kept at the standard rate. Only if the application was for more than 10,000 
CNY did the special reimbursement rate for serious illnesses apply, with 50,000 CNY 
as the maximum annual limit for each agricultural worker.  
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Further, because the mountainous nature of the region meant that Chinese herbs were 
popular and cheaper than conventional medicines, people were encouraged to use 
Chinese herbs and were given a 10 per cent higher reimbursement for doing so. The 
area’s remoteness, along with cost considerations, also meant that many women 
choose not to give birth in hospital. Accordingly a subsidy of 200 CNY is offered for 
each hospital birth and there is a further one-off subsidy of 75 CNY for pregnant 
women who have antenatal screening. Since the mortality rate from rabies is 100 per 
cent, there is a subsidy of 100 CNY for each rabies vaccination.   Priority is given to 
those who belong to the “five guarantees” and for the poorest elderly. For instance, 
besides 55 per cent reimbursement from rural township designated hospitals, such 
patients are reimbursed for the remaining medical costs. Therefore, the ‘five 
guarantees’ and the poorest elderly effectively enjoy access to health services without 
having to pay any fees. 
 
The Ministry of Civil Affairs also has priority policies for these elderly poor people.  
The new RCMS budget for the county takes into consideration the needs of 
outpatients with chronic or multiple illnesses. In the first two years, people with high 
blood pressure and cancer are subsidised. Agricultural workers cannot afford long-
term inpatient hospital costs even if the government has waived some of the fees and 
their only option is to stay at home and take medicine. Therefore, they receive special 
consideration and can use their outpatient receipts to apply for reimbursement as 
inpatients. There is a reimbursement limit each year.   
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If these patients go to several hospitals at different levels, they only pay once. For 
instance, an agricultural worker with hepatitis who is an inpatient in a rural town 
hospital would normally need to pay 40 CNY, and then be reimbursed for the 
remaining cost. If she also went to the county hospital, she would need to pay 150 
CNY and be reimbursed for the remainder. If she then went to the city hospital, she 
would need to pay 400 CNY and be reimbursed for the remainder. Because of the 
financial difficulties involved for the patient in these multiple fees, she is instead only 
charged one hospital baseline fee from the three hospitals.  
 
According to these officials, a “closed-end fund” administration approach had been 
established under the new Scheme whereby the Administration Centre only managed 
the account, and not the money itself. The money was managed by the Department of 
Finance and the bank.  Their role involved supervision, and they claimed to have 
adopted “open and transparent” practices in all aspects of the implementation process; 
for instance, the price of medicines and the names of agricultural workers who 
benefited from the new RCMS were made public.   
 
Issues and concerns 
 
County officials identified several areas of concern to them.  In the focus group 
discussion, they all agreed that the decreased participation rate in the new RCMS in 
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recent years was because the population was extremely mobile. For example, the total 
population of “Xinghua” County was 420,000, among whom the rural population 
accounted for 320,000.In the first year (2006), over 280,000 (90.3 per cent of the 
county’s rural population) participated in the new RCMS. In the second year (2007), 
this figure fell to 88 per cent. The participation rate in 2007 was lower than in 2006 
because the county is mountainous and many agricultural workers leave to find casual 
jobs. When they are not at home, their family members do not want to pay their 
RCMS fees.  
 
The county officials pointed out that there were more statistical tasks under the new 
RCMS and only a limited number of personnel. They also said that they strictly 
examined and verified the whole process of reimbursement. Because there had been 
no regulation in the past, people were not accustomed to a more disciplined approach. 
Gradually, however, awareness was increasing. The officials themselves had 
undertaken a variety of training programs.  
 
They identified several other problem areas. Funding, for instance, was limited and 
they expressed the view that charitable donations from wealthy individuals could be 
used to supplement government subsidies and the contributions from agricultural 
workers themselves:  
First, if the membership fees increased to 100 [CNY], the new RCMS would be 
easier to run. This would solve the problem of doctor’s visits being too expensive. 
Second, if the new RCMS fund could get financial support from rich businessmen or 
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bosses of big industries that would be very helpful. Their investments are not only 
money, but also social responsibility. However, those persons who became rich in 
recent years seem to lack everything except money. [Participant G14, the Chief of the 
new RCMS office in “Xinghua” County Health Bureau] 
 
There were conflicting opinions among the county officials as to whether the 
collection of a 10 CNY enrollee contribution to the premium was warranted. Some 
argued that every agricultural household should be automatically allocated a RCMS 
ID, which would both reduce the township’s administrative costs and be more 
acceptable to the local workers. Sufficient investment in the Scheme, along with 
improved health literacy and participant awareness, would mean that this charge could 
be waived.  
 
Others, however, thought the 10 CNY fee was needed because it heightened 
understanding of the true costs involved. Having to make an out-of-pocket payment 
encouraged agricultural workers to become better informed about the Scheme, 
thereby coming to understand that reimbursement went beyond the 10 CNY 
contribution which appeared on their account.  
 
The county officials acknowledged that they lack face-to-face communication with 
local agricultural workers. As the next step, they plan to change the mode of 
communication. They will try to contact the agricultural workers directly instead of 
indirectly. In this way they can tell them about the new RCMS and, at the same time, 
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document their feedback which can then be used as evidence for changing the new 
RCMS. They plan to set up a website on the new RCMS to communicate with 
agricultural workers and others in the community.  
 
 
The rural town perspective 
 
These officials lived and worked on weekdays in the only tall building in the Miao 
township. Despite being a small rural town with only 5000 residents, it had the same 
number of tasks assigned to its rural township officials by each county department as 
did larger towns. The main tasks included organising meetings and bringing back 
work from the county officials. All the latter tasks were carried out by the lower level 
officials.  
 
There were fewer “workers” in rural town level government than in county level 
government. Each would deal with tasks from three or more county departments. The 
tasks always accumulated because the limited number of workers lacked time and 
energy. They were depressed from having too many tasks assigned to them and which 
they could not complete. Every day these lower level officials were drowned in 
paperwork. They wanted to collect more information from local residents, but were 
constrained in doing so by their heavy workloads. They also needed time to deal with 
other tasks such as resolving disputes between villagers, primarily over land and other 
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agricultural resources. Everyone who worked at the rural town government institution 
wished to work in county government some day because of better working conditions, 
a lighter workload, and less stress: 
Officials at county level can go back home every day.  Here, except for one official 
who lives in the rural town, they all live in the county. We cannot afford the time and 
transport costs to go home every day. Except for officials in the county committee 
office, county women’s association office, and county public safety bureau which are 
comparatively busy, the other big departments or institutes cannot find enough jobs 
to do. This is the difference between rural and urban. [Participant G6] 
 
Their current working conditions in this township are poor: their offices lack air-
conditioning; the power supply is erratic (often leading to computer damage); internet 
speed is slow; offices are only dimly lit at night; the old style toilets are not flushable 
and smell; and flies and mosquitoes are common during warm weather. The nature of 
the work is difficult and boring. For instance, they need to collect the old, dirty 
booklets from the local agricultural workers and type the information into their 
computers to create suitable records for the new RCMS. Moreover, their workplace 
lacks provision of nearby amenities such as stores or restaurants. Every day the rural 
town-based officials would eat in the office dining hall, for which the cost was 
comparatively cheap. Further, because they are required to live in the town, they 
cannot go home and look after their family members who live near rural areas. Many 
of these families were dependent on the incomes earned by the rural town officials 
who were obliged to continue their employment in order to support their relatives. 
This is not to say that these officials were well paid. On the contrary, their annual 
income was low. 
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Each of the 14 people working in the rural town government building had specific 
responsibilities in local affairs. Problems sometimes arose when a particular staff 
member was absent and no arrangements were made for a replacement. This meant 
that no-one was available to take inquiries from local villagers who may have walked 
a considerable distance. I observed such a situation involving two older people who 
were merely told to come another day because that particular leader was out on 
business. There was no appointment system in place, either by phone or mail.  
 
The officials reported having insufficient time to update their knowledge because of 
their heavy workload. This could have negative consequences for patients. For 
instance, in the rural town, local officials were unfamiliar with the “family bed” 
concept under which doctors may provide diagnosis and treatment in the villager’s 
home. As a result, they did not allow rural patients to apply for reimbursement for 
home visits so villagers faced the inconvenience of travelling to “Diandan” medical 
centre for treatment, where they could apply for a 50 per cent reimbursement of the 
cost. They not only wasted time, energy and money but were unable to take care of 
their livestock while they were away.  
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Overall assessment of the new RCMS 
 
Despite the shortcomings they identified, most of the rural town officials expressed 
positive views of the new RCMS. For instance: 
Whichever way you look at the new RCMS, it is very good. It is a policy which 
speaks for the agricultural workers. For instance, for a medical cost of 20,000 
[CNY] in a county hospital, the rural patient can apply for 40 per cent back, which 
is 8000 CNY. What does 8000 mean to an agricultural worker? It is the total annual 
income for a family of four […] Now, if you have had a serious disease, the 
government will pay the major amount for you and you can get reimbursement for 
your medical costs. Last year it was 45 per cent [in rural township level hospitals], 
this year it is 55 per cent.  [Participant G7] 
 
To put this observation into context, the total cost of medical care for a patient is 
typically hundreds if not thousands of Chinese Yuan, but the annual income of each 
family member is only around one thousand Chinese Yuan or less. In the rural town, 
the net individual income is actually 2000 CNY although, as one official explained: 
Last year we reported each rural town person’s annual income as 2600 to 2700 
CNY. Actually, how could it be that much? It all came from upper level leadership, 
saying in your rural town, your annual income per person needs to be so much. So 
you had to report that much and, if not, you would be reprimanded. So the figure for 
local people’s annual income was not accurate. [Participant G6] 
 
He went on to point out that income is generated from a plot of land that remains the 
same size every year:  
The likely average annual income reported this year was, at the very beginning, 300 
to 400 CNY, then it went up to 500 to 600 CNY, then to over 1000 CNY, and now it is 
reported as 2600 to 2700 CNY. Actually it has not reached that much at all. Perhaps 
Chapter 7:The new RCMS & Health Service Organisation in Rural China: Public Officials’ perspectives     
Page208 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
 
some families know how to budget, how to do their best to reach that figure, but most 
families cannot. They planted rice - how much could they earn from the land?! 
[Participant G6] 
 
In other words, agricultural workers’ income from field work is limited and cannot 
increase dramatically as claimed in the reports submitted by the township government 
to the county authority. 
 
Issues and concerns 
 
Township managers collected premiums and managed paperwork under the 
supervision of county managers. However, in practice, all rural town officials 
complained that it was difficult to collect the new RCMS participation fees, 
particularly when the county government requires them to reach a participation rate of 
95 per cent. Every year it takes local village leaders almost a fortnight to collect 
participant fees from each family and the best participation rate they could reach was 
85 per cent. They faced a number of difficulties, as described below.  
 
First, it was suggested that, compared to Han people, the Miao were less well 
informed and found it much more difficult to understand the new RCMS. On the other 
hand, the officials thought their own efforts to launch the new RCMS had not been 
robust enough and the media did not provide any follow-up. Furthermore, the Miao 
people are located in remote mountain areas and some families do not have television 
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or radio. At times, incorrect information was circulated in the villages. As well, some 
older Miao believed their struggle for survival had made them resistant to disease. 
Some Miao people thought the new RCMS only applied in the case of serious illness 
and was not designed to help those with minor conditions, so they had no interest in it. 
Some young people did not want to put their money into the Scheme because they 
were healthy and would not need it:  
Collecting participation fees is more difficult in Miao areas than in Han areas 
because the Miao people are less well informed. If people around them have 
obtained reimbursement, they will join the new RCMS. However, if they have never 
benefitted from the new RCMS, or those around them have not benefitted either, they 
refuse to pay the 10 CNY participation fee. [Participant G6] 
 
It has also proved difficult to attract migrant workers from this town into the new 
RCMS because they are away all year round and do not think the reimbursement rate 
is reasonable; moreover it is inconvenient for them to apply:  
Migrant workers do not want to join the new RCMS, particularly if the whole family 
leaves the area. Each time these people can only obtain a small reimbursement, so 
they do not think it is worth it. In city hospitals, they need to hand over a 400 CNY 
“gate fee”, and then they can apply for 15 per cent reimbursement […] Although it 
says that you can get reimbursement of 40 per cent in county hospitals, actually you 
cannot get that much because some medical costs are not included in the scope of 
reimbursement. [Participant G6] 
 
Every family member pays 10 CNY to participate in the new RCMS, a total of 50 or 
70 CNY per year for a family of five or seven. If only one family member wanted to 
join the new RCMS, the whole family did not have to pay for the membership. 
Because of poverty, it is hard for them to get their hands on such a large amount of 
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money at one time, and even if they joined the new RCMS, they still might not benefit 
from it: 
The agricultural workers around us get serious diseases. If they don’t have the 
financial resources [to begin with], they cannot get the benefits. Although the new 
RCMS can give them 50 per cent reimbursement, they still cannot afford the 
remaining cost. Then they let it be, pick some herbals to eat, and wait to die. Poverty 
has not changed.  [Participant G7] 
 
Since the rural town and village officials are required to reach the participation rate, 
some village leaders have to pay for those villagers who cannot afford to do so. This 
situation still exists in the rural town.  
 
The cost of collecting the new RCMS participant fees mainly comprises personnel 
and transport, but does not include the time spent. The county government’s budget 
included the cost of collecting the new RCMS fees. Because this is a poor rural town, 
local leaders cannot afford a car and have to walk to villages instead. At times this can 
involve more than one visit.  
The town officials agreed that the elderly are not prioritised in the new RCMS, 
whereas they are under the “five guarantees”. For instance, “five guarantees” patients 
do not have to pay the participant fees because the government does so on their 
behalf. When they are treated in a rural town hospital, they receive not only the 55 per 
cent reimbursement of medical costs from the new RCMS, but also a 40 per cent 
reimbursement from the Civil Affairs Department for the remainder. Therefore, they 
pay almost nothing.  
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The officials had gathered some impressions from villagers and would have liked to 
be able to consult more, but their time was limited. On a daily basis, they suggested, 
they had to deal with unimportant matters such as dispute resolution between villagers 
and did not have enough time for more important things.  
 
They expressed the wish that the county officials would come and see the situation for 
themselves, but each year the cost of welcoming the leaders (when they come to 
check their work) is tens of thousands of Chinese Yuan. Leaders did receive some 
feedback from the rural town officials and a report had been written on the difficulties 
and issues in local areas. However, the rural town officials thought this had proven 
ineffective. 
 
According to one official, the local residents complained that they could not get 
reimbursement for treatment in village clinics. They could use the saving accounts of 
their new RCMS booklets, but the amount was limited. They could only obtain a 
percentage of the reimbursement if they were inpatients in rural town hospitals. 
However, the conditions in these hospitals were still unsophisticated and they could 
not offer health services such as pathology tests and X-rays. Therefore, they had to go 
to county hospitals which were far away, which was extremely difficult for them:  
If someone has flu and needs treatment, and he wants to apply for reimbursement, he 
has to go to the rural town hospital for several days and obtain treatment there. He 
might consider the distance and might think it was inconvenient for him since he has 
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to take care of the fields, cows and pigs. If he receives the treatment at home, he has 
to pay for the treatment out of his own pocket. [Participant G6] 
 
Some rural residents forget to bring their booklet with them when they see a doctor at 
the county hospitals, and when they bring the booklets back to the hospital several 
months later, the deadline has passed. 
 
Although the new RCMS had been operating for some time, these officials believed 
that detailed planning was still needed. They were of the view that the rules should be 
strict, but also flexible. Reimbursement procedures should be simplified, especially 
for hospital treatment. There was reasonable coverage for serious diseases, but more 
attention needed to be paid to prevention of minor conditions and to exploring 
efficient regulations. The new RCMS funds should be closely supervised because 
using public funds illegally is a criminal offence. They hoped there would be an 
organisation to monitor the quality of medicines and control their price. They wanted 
there to be no “gate fee” for hospitals.  
 
They also hoped to obtain loans from banks to increase production through, for 
instance, livestock purchases, and that the loan procedures would be simple. 
Assistance was available through the EU Seeds Fund but this, they stated, was not 
enough. Everybody wanted to obtain a loan from it because it had a lower interest rate 
than the credit society and banks:  
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The new RCMS should be simple and does not need to be too complicated, 
particularly in relation to collecting fees. I still do not understand what the role of 
the 10 CNY is in the new RCMS! If they are agricultural workers, they should be 
automatically included in the new RCMS and share the benefits. [Participant G5] 
 
Overall they considered that the government should give more support to establish 
basic health care services and provide more sophisticated equipment in the town 
medical centre. As well, the doctors’ skills were inadequate to deal with seriously ill 
and emergency patients, and they believed the local doctors’ charges should be 
transparent to patients.  
 
Some officials, however, were unable to offer any suggestions on how to improve the 
new RCMS. They said they could not explain it clearly. When asked about the 
expectations and needs of agricultural workers, they said they had not thought about 
doing research on those things and they did not know.  
 
The village level perspective 
 
Village officials are those responsible for dealing directly with villagers and rural 
residents regarding the RCMS. Their roles are extremely important and very 
challenging. These are described in detail below.  
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Village officials work with rural town officials under the new RCMS. They are 
responsible for educating people about the new Scheme and its benefits. They are also 
responsible for collecting the fees from villagers, renewing and delivering the 
booklets annually and other tasks assigned to them by rural town officials. 
 
Village officials are elected by the villagers. They work in the fields just like other 
agricultural workers and this is in fact their main source of income, which is low:  
I am 79 and, if the past is anything to go by, my life is near its end. If I want to eat 
high quality nutritious food, or take supplementary medicines, the money [we] earn 
is not enough. Our family income looks a lot, but by the time you come to spend it, it 
is not enough. [Participant G8] 
 
The village officials receive no salary from government, only bonuses from township 
officials when they complete their tasks. They also face sanctions if they do not 
complete these tasks. Their success often depends on factors outside their control, 
such as insufficient time being allowed for a particular activity or lack of cooperation 
from the villagers. For example, on one occasion the town officials gave a group of 
villagers the task of planting 300 mu of tobacco but, because the work was not 
completed in time, the offending village leaders had their bonuses reduced. At the 
same time, their administrative work also had a negative impact on their own 
agricultural work. 
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Overall assessment of the new RCMS 
Despite the demands and penalties they face in their RCMS work, village officials all 
agreed that the Scheme was a good rural health policy.  For instance: 
Compared to the old days, if a patient’s life could only last two days, now his life 
could last five days. Moreover, the teachers [i.e. village doctors] can come to the 
patient’s home to give a medical consultation and treatment nowadays; you also can 
go to see the doctor in his clinic. The new RCMS is very useful. It makes the distance 
to see a doctor shorter than before and it has made the price of medicines more 
reasonable. Of course, for serious diseases, local clinics and hospitals have no way 
of helping; however, minor conditions can be treated by local doctors. [Participant 
G3] 
 
If the treatment needs 500 CNY or 1000 CNY, the new RCMS will give you 
reimbursement for your medical costs. Therefore, it is good. If your illness is such 
that you do not need to be admitted to hospital as an inpatient, the cost is only small; 
you pay for it yourself or you use the accumulated contribution fees on your own 
RCMS booklet. That’s how it’s done. [Participant G8] 
 
 
Issues and concerns 
 
All except one — who said he did not have much difficulty carrying out tasks related 
to the new RCMS — commented that it was difficult to collect the participation fees. 
Some commented on the reasons why collecting fees was difficult. On the one hand, 
many people did not understand the new RCMS, and on the other, there were issues in 
accessing healthcare services. Villagers chose doctors according to their own 
experiences in the public or private sector facilities. Sometimes they did not want the 
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new RCMS designated public clinics and they refused to pay the participants’ fees, no 
matter how much the officials tried to persuade them. Also, in the countryside, some 
villagers are superstitious. For instance, if you feel pain in your hand, the “doctor” 
puts a piece of leaf - “God Drug” - on your hand.  
 
The village officials also mentioned that they had once handed over participants’ fees 
from their own pockets and they did not know when the money would be paid back. 
Therefore, no matter how difficult it was, they preferred to go directly to agricultural 
workers’ homes and collect fees. They did not think it was a good idea to hold village 
meetings and communicate information about the new RCMS to villagers, because it 
would take the same length of time informing villagers about the meetings as it would 
to collect money family by family. Furthermore, not all villagers would come to the 
meetings.  
 
The village officials believed that, as the new RCMS gradually came into force and 
people obtained real benefits, their work would become much easier. The most 
important thing was to get villagers to understand the new RCMS and then there 
would be no difficulty in collecting fees.  
 
They complained that no one came to consult them about their impressions of the new 
RCMS. In their view, the Scheme could be properly implemented once the local 
economy had developed. This could be accomplished, they suggested, by raising more 
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pigs and cows, planting more tobacco and chilli, and raising more silk worms. They 
hoped that the condition of the village clinics could be improved and felt that their 
local villagers would be satisfied if they were similar to those of the rural town 
medical centres. They also thought it would be ideal for villagers if they could get the 
same percentage of reimbursement as when they were inpatients in rural town 
hospitals. 
 
Participant G1 commented that many older Miao people did not know what the new 
RCMS was and what roles it could play. Older Miao people only knew that every 
family member handed in 10 CNY and every family obtained a booklet. However, the 
older Miao people I spoke to were well able to explain EU programs such as OPA, 
Seeds Fund, Sponsor a Grandparent (SaG), and HelpAge International (a non-
government organisation). The village official thought it was because when the new 
RCMS was launched there was no in-depth explanation for the older Miao people. An 
alternative explanation could be that they remember and understand these “strange 
and difficult” names because they have actually benefitted from those programs, as 
they reported in interviews for this study.  
 
Some village officials commented that they themselves had not explained the new 
RCMS clearly to the local people. They related this to their poor memories. They did 
not think they had done a good job and they believed they could do it better if they 
had more education. At the same time, they agreed that the limited money in the new 
RCMS account was not enough for villagers to see village doctors annually. The 
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enrollee’s contribution to premiums is made annually though a deposit into the new 
RCMS individual savings account. Each family receives one new RCMS ID book into 
which all family members’ contributions are collectively deposited. That account can 
be used by any family member when needed, though in recent years the Ministry of 
Health has encouraged a change from individual saving accounts to social pooling 
arrangements: 
How can the money in my new RCMS booklet be enough? How little it is! See, one 
day the doctor came to give me treatment and he charged me 85 CNY on my new 
RCMS booklet. [Participant G1] 
 
They did not believe they could play a meaningful role in improving the Scheme. The 
reasons they gave were threefold: first, they did not know the policies well enough; 
secondly, even if they put forward their opinions, they did not think their expectations 
could be met; and thirdly, only the government could determine how to improve 
healthcare services in rural areas, and only the county hospitals could arrange the 
services: 
The government can arrange our healthcare services however they like. As for our 
requirements, agricultural workers’ ideas, how could they be met? If the health 
policy were to include any of our ideas, we would feel very fortunate. [Participant 
G3] 
 
 
It is evident, then, that participants were unlikely to have their views incorporated into 
the design and implementation of the new RCMS. 
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Conclusion 
 
This chapter has described the similarities and differences in the views of public 
officials at different levels regarding the efficacy of the RCMS in supporting rural 
older people’s access to health care, especially older Miao people. Officials at all 
levels agreed that the new RCMS has improved the health of the rural residents as 
evidenced by annual participation rates in the Scheme, hospital reimbursement rates 
and in comparison with the old RCMS. Further, there was a shared view that public 
health services should be prioritised over their private sector counterparts. Although 
private health services have not been designated as RCMS facilities in the areas where 
older Miao people live, they did not completely rule out a role for them.  
 
National and city level officials agreed that there was a significant divide between 
rural and urban health policy, reflecting the economic differences between the east 
coast of China and its western region. Village level officials also identified economic 
factors as central if improvements are to be made in the health of their local rural 
areas.  
 
Nonetheless there were important differences in their views about the efficacy of the 
new RCMS, many of which can be attributed to their differential location in the 
system. The senior adviser, for instance, is appointed by the central government, 
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enjoying good working conditions and a high income. In interview, his focus was on 
the number of people who participate in the new RCMS rather than on how the 
Scheme is being implemented in the countryside. He had no idea, for instance, about 
the roles played by lower level public officials, nor about the issues impacting on the 
health of older Miao people. 
 
City and county officials also have good working conditions and a satisfactory 
income. Like their superior, their main concern was with the number of participants; 
they paid little attention to how the Scheme was being implemented by the township 
and village officials. While county leaders are aware of the healthcare needs of rural 
people and the financial and other constraints they experience in accessing services, 
they are not powerful enough to change the current, complicated rural health situation.  
 
The number of township officials is limited and they use most of their time in routine 
matters such as collecting and submitting statistics to higher level government 
officials. Their working environment is simple and boring and the work they perform 
is monotonous and low paid. The amount of work they are required to do exceeds the 
capacity of the numbers employed to do it. They do not care about their work and its 
quality. Their communications with agricultural workers are limited.  
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Village officials have no regular income from their positions but they do receive some 
remuneration if they accomplish the tasks assigned by township officials. Because of 
their limited education and lack of support from the government, they do not work 
efficiently and have little understanding of the new RCMS.  This poses significant 
challenges to their ability to perform the necessary tasks. 
 
Whereas the national level official thought it necessary to collect participant fees, 
some county officials and all township and village level officials disagreed. His belief 
that 1200 Chinese Yuan is sufficient annual subsidy for a public village clinic doctor 
suggests a lack of relevant ‘grass roots’ knowledge. Lower level (county and 
township) officials, by contrast, talked about how difficult it is to attract medical 
students to work in this remote mountain area. Similarly, the national level official 
expected that the new RCMS system would work efficiently if 95 per cent of funds 
could be reimbursed each year to agricultural workers, while city level officials 
reported that more than 50 per cent of the funding remains unspent in many counties.  
 
City and county officials were keen to talk about the progress they had overseen under 
the new RCMS in relation to prioritising health care for agricultural workers, 
particularly the elderly with chronic diseases. In practice, however, they failed to 
investigate how, or indeed whether, those priorities translated into genuine benefits 
for older Miao people. Nor did they pay attention to the concerns of lower level 
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officials and agricultural workers in regard to such issues as the complexity of the 
reimbursement process and the limited scope of reimbursement for medical expenses.  
 
For their part, county level officials seem to place excessive demands on those lower 
down the hierarchy, with township and village officials having to pay the price for 
this mismatch between expectation and capacity to deliver. The resulting 
communication gap has led in turn to a lack of interest among lower officials in 
offering suggestions for improvement which, they believe, will likely be ignored.  
 
Senior officials are distanced from the rural people and there are gaps between the 
design, understanding and implementation of the new RCMS. Most of the feedback 
they obtain comes from written documents rather than from RCMS participants 
themselves. Lower level public officials, particularly those at the township level in 
rural areas, are bored and unhappy with their working lives. Township and village 
officials who inform and educate rural residents about the scheme are confused 
themselves about its provisions and how it operates. They concentrate on collecting 
membership fees, largely ignoring the task of educating local rural residents. This has 
made it difficult for the new RCMS participants to understand how they can benefit 
from the Scheme’s provisions. 
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CHAPTER 8 
DISCUSSION AND CONCLUSION 
____________________________________________________________________ 
 
The broad aim of this study was to explore the barriers to, and opportunities for, 
enhancing the participation of older Miao people in the local development and 
implementation of the RCMS. To this end, it addressed four research questions: (1) 
What are the health and healthcare experiences of local older Miao people? (2) What 
are their perceptions and experiences of the new RCMS? (3) What are the perceptions 
and experiences of local public officials and health professionals in implementing the 
Scheme? (4) How are the needs of constituents identified and addressed by the 
Scheme?  
 
Indepth data relevant to each of these questions have been presented in preceding 
chapters.  Here I analyse these findings in relation to the conceptual framework that 
informed the study’s aim and design. I conclude with a discussion of the implications 
of my findings for theoretical development, future research and practical action. 
 
 
Chapter 8:Discussion and Conclusion    Page224 
 
Older Miao People and Rural Health Policy in China  
Lin Yuan, University of Sydney, 2012 
 
The social context of health and healthcare among older 
Miao people 
 
Chapter 5 showed clearly that older Miao participants experienced poor health and 
very limited access to adequate health care. As previously noted, the health of older 
Miao people in P.R. China has been a seriously under-researched topic. Current 
knowledge is based mainly on hospital in-patient records and has been examined from 
an epidemiological perspective, offering mostly biological explanations of illness and 
disease such as cardiovascular conditions and diabetes (Hu et al., 2006; Jie, 2002; Liu 
et al., 2002; Liu et al., 2006a; Liu et al., 1989; Lv and Zhang, 2006). While a handful 
of studies has adopted an action research approach to the alleviation of illness and 
poverty among older Miao (Sun et al., 2003; Yuan, 2006; Yuan, 2004a), there has 
been little attempt to locate the health status and needs of this population within the 
context of wider social factors and processes.  
 
By contrast, the present study examines older Miao people’s health from a 
sociological perspective, finding a strong relationship between the health and health 
care experiences of the participants and their social circumstances. The following 
section discusses this relationship in depth, drawing on the sociological concepts of 
rurality, ethnicity and ageing as a means of identifying and analysing the social 
dynamics involved in the production of the relationship. 
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Social structure in China is characterised by profound social and economic inequality, 
as previously mentioned. Yet what is also evident is that this inequality is 
accompanied by a division between rural and urban living. This is especially evident 
in terms of population health status.   
 
It is clear from this study of older Miao people that the very considerable constraints 
they experience in accessing adequate income, diet, housing, education, transport, 
health care and so on are strongly associated with the social process or dynamic of 
Chinese rurality. It creates enormous obstacles for agricultural workers and their 
families in accessing adequate economic and social resources. Chinese rurality has 
rendered older Miao people a “marginalised population” in socio-economic terms. 
However, rurality in and of itself does not constitute the sole or necessarily major 
determining barrier to older people’s access to health and adequate healthcare in 
China.  
 
My findings show that ethnicity is also centrally implicated in their poor health status 
and limited health care. First, information about the new RCMS is only produced and 
distributed in Mandarin which means that those from ethnic minorities, such as older 
Miao people who do not speak or understand Mandarin, are excluded from access to 
knowledge about the Scheme and its provisions. Secondly, older Miao people are 
more likely to live in very remote and inaccessible parts of rural China, a situation 
that reflects the conflict between Han and non-Han peoples over much of China’s 
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history. Ethnic minorities were usually defeated in such conflicts and forced to retreat 
from the agriculturally richer plains and forests, seeking safety in mountainous 
regions that were less productive and more difficult to access (Geddes, 1976). 
Ethnicity in China, then, is also closely associated with historical social relationships 
around geography and economic production. As in other parts of the world, the 
vanquished peoples in China frequently do not have access to the best environmental 
and geographic features that prevail within the nation state. This ethnic relationship 
has significant consequences for ethnic minorities’ access to major social resources 
such as health care. 
 
The interaction of ageing with rurality and ethnicity is also significant. At the end of 
the 1990s, the population of China became an ageing society. The period 2001-2020 
is predicted to be a stage of accelerated ageing, when China’s aged population will 
increase by 5.96 million or 3.28 per cent per year, which is greater than the total 
annual population increase (0.66 per cent) (Xiao and Chen, 2008). In 2020, the aged 
population (60 years and over) will reach 24,800 million or 17.1 per cent of the total 
population. The key social characteristics of China’s ageing population are: first, the 
economy has not developed sufficiently to support the arrival of the ageing society; 
and secondly, more old people live in rural areas than in the cities. Some 65.8 per cent 
of people in rural areas are aged 65 years and above, and the increase in the ageing 
population is 10.89 per cent - much higher than in the cities (1.24 per cent). This 
situation will continue until 2040 (Xiao and Chen, 2008). 
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According to a recent survey of health in China (Xiao and Chen, 2008), healthy older 
people (i.e. those who have no serious organic disease) comprised only 20-25 per cent 
of the total aged population. The prevalence rate of chronic diseases in rural old 
people was 33.07 per cent, while their use of medical services was very low. For 
example, in 2000, 14.0 per cent of older rural people could not access a township 
hospital because it was too far away; in comparison, only 7.0 per cent of urban older 
people could not access a doctor and 5.89 per cent of those needing hospital treatment 
could not go (Xiao and Chen, 2008).  
 
The access difficulties experienced by ethnic minority elders are vividly illustrated in 
a recent study in “Dingdang” Province (Yuan, 2004a). The study participants lived on 
top of a mountain and there were no adequate health and other social services such as 
transport.  Older people suffering from serious illness would need three or four young 
people to take turns carrying them down the mountain. Some patients died on the 
way.  The health needs and healthcare access difficulties of older Miao participants in 
the present study are similar, if not – in some respects - worse. 
 
It is likely that remote rural populations anywhere are relatively neglected in relation 
to health care. This is the case in China and, as my data have shown, the neglect is 
particularly acute for this rural ethnic minority (Bao and Sun, 2006; Lou et al., 2011).  
Yet the health difficulties they experience are not specific to China. In America, 
disparities in health and in healthcare access are found between, on the one hand, rural 
Black, Hispanic, and American Indian/Alaska Native populations, and, on the other, 
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their white urban counterparts (Probst et al., 2004). In Australia, there are also health 
and healthcare disparities between Aboriginal people living in remote areas and their 
non-Aboriginal urban counterparts (Gregory, 2009b). Whether in the US, Australia or 
China, ethnic minorities frequently face many common issues in health and healthcare 
access. Yet there are significant differences. One of the main ones is public 
investment in rural health care. In China, this is markedly more limited than in other 
Organisation for Economic Co-operation and Development (OECD) countries. For 
instance, in 2004, Chinese health expenditure was 5.63 per cent  of its GDP compared 
to the OECD average of  8 per cent (Qiu, 2004). In 2011, it was projected that Japan 
would likely increase health expenditure by 13.3 per cent  for each 10 per cent 
increase in income, compared with only 8.2 per cent in China  (Do et al., 2011).  
 
The present Chinese Government, through the new RCMS, identifies access to health 
services and appropriate treatment as being the right of all rural Chinese. Despite this 
official entitlement, it is clear that the most basic and obvious healthcare needs of 
ethnic older Miao people are a long way from being met by the Chinese healthcare 
service systems. Health inequalities exist between urban and rural Chinese, 
particularly among the rural Miao elderly. However, it is apparent that health 
inequalities are not inevitable because they are the product of social and 
environmental factors or determinants that render them avoidable and preventable 
(Schofield, 2007). 
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Findings from the present study provide an understanding of the current health and 
healthcare access of older Miao people under the new RCMS in “Dingdang” Province 
and the basis for improvements to healthcare access of older Miao people in the 
future. While the health outcomes are different among different rural areas under the 
new RCMS, it is necessary for researchers and policy makers alike to consider the 
ways in which ethnicity and the huge variations in demography, economics, culture, 
and environmental characteristics between rural areas can affect the Scheme’s 
efficiency and effectiveness.  
 
The social dynamics of health service organisation 
 
As Chapter 6 demonstrated, there are a limited number of qualified health 
professionals, inadequate medical infrastructure and equipment, including medicines, 
and poor working conditions for township and village level health professionals. At 
the same time, unfavourable government treatment of private health services is 
manifest in the fact that patients cannot be reimbursed through the new RCMS for 
private health services provided outside the village. At the village level most services 
are provided by health workers who are minimally trained and whose charges are very 
low. The villagers, including older Miao people, mainly rely on this provision for 
their healthcare needs. According to these participants, older Miao people in this rural 
area have not obtained significant benefits from the new RCMS.  
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The following section discusses the relationship between health policy, health service 
organisation in rural China and the social circumstances of older Miao people, again 
drawing on the sociological concepts of rurality and ethnicity. It is well documented 
that there are disparities in medical resource allocations between rural and urban areas 
of China (Han et al., 2007; Liu, 2004; Zhou and Xi, 2008). This is clearly reflected in 
my data. In this rural area, medical resources are concentrated in county level 
hospitals while their township level and village level counterparts suffer from poor 
equipment, heavier workload and low levels of welfare among service providers. No 
medical graduates work here, the best qualified “doctors” being those from Nursing 
School. Accordingly, their diagnosis and treatment skills are low. In addition, 
government does not invest in village level clinics which are the most convenient for 
older Miao people and their families. The village clinics cannot afford vital, high 
quality medicines, and older Miao people commonly remain in debt to them.  
 
However, rurality in and of itself does not constitute the sole or necessarily major 
determining barrier to older Miao people’s health and inadequate healthcare in China. 
From the accounts of health professionals who provide services to older Miao people, 
it is clear that ethnicity also plays a significant role. Ethnic differences and 
inequalities in China are not simply associated with language and culture related to 
daily practices such as customary eating, housing, dress, child-rearing and celebratory 
observances. Ethnicity is a social process (Hage, 2000) through which combinations 
of particular practices constitute and distinguish one ethnic group from another. Not 
all ethnicities, however, are equal. The types and combination of practices relevant to 
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ethnicity will have an impact on the power of some ethnicities to command more 
resources – both material and symbolic – than others.  
 
With respect to older Miao people, it is evident that their “Miao-ness” is related to the 
linguistic distinction between them and the Han majority. Yet the subordinate status 
of Miao as a language combines with other dimensions of Miao life that impose 
significantly greater barriers to social and economic resources than those experienced 
by their rural Han counterparts. For example, their disadvantaged geographic location 
and dispersal in remote mountain areas is a product of socio-political and historical 
developments that separated and excluded Miao people from their rural Han 
counterparts. Such a mountain environment does not support highly productive 
agriculture. As a consequence, low yields mean low income – a level of income that is 
markedly lower than older Han people in rural areas.  
 
The combination of the practices that distinguish Miao people from Han Chinese 
means that they face significantly greater disadvantages in being able to benefit from 
the new RCMS and to access adequate health care. Not only do they experience 
limited transport options - and therefore access to health professionals - because of 
their geographic location but health professionals also have difficulty reaching them. 
Further, most health professionals are Han people with, at best, limited competence in 
the Miao language. This is another barrier to adequate health care that is associated 
with ethnicity, though it is offset to some extent by the fact that older patients may be 
accompanied to medical consultations by a Mandarin-speaking relative. Finally, the 
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underdevelopment of the local economy and low income that characterise the life of 
Miao people collectively, mean that many are unable to afford much of the cost of 
becoming sick. The scarcity of technology and technical personnel in the Miao area is 
closely related to the underdevelopment of the local economy and poor payment of 
the medical staff. Participants reported that the medical staff in the poor areas, where 
the services were most needed, had the lowest salaries.  
 
Policy, administration and the new RCMS 
 
The accounts of public officials, reported in Chapter 7, show how the limitations of 
the new RCMS in relation to older Miao people’s access to and experience of health 
care are strongly influenced by poor administration. According to a recent report (Yan 
et al., 2011), this situation is not unique to my study site. Case study data from six 
counties in Shandong and Ningxia Provinces reveal a lack of effective management of 
the Scheme at county, rural town and village levels, with inadequate staffing and poor 
organisational resources. The report found that decentralisation limited officials’ 
capacity for effective management. They did not receive enough support from other 
organisations and struggled with conflicting responsibilities (Yan et al., 2011).  
 
 A separate but complementary study (Zhang et al., 2010) found that the paucity of 
management resources in these counties has been compounded by a low level of 
financial expertise among officials at the county level and below.  The authors 
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concluded that the effectiveness of the RCMS required significant administrative 
capacity building. 
 
These findings regarding the administration of the new RCMS, then, suggest a 
significant lack of policy integration – that is, co-ordination between the formulation 
of policy and its objectives, and the administrative mechanisms for achieving these. 
The identification and development of specific functions to implement the Scheme, 
the provision of adequately trained staff, and the establishment of effective networks 
to facilitate communication within and between these, have lagged behind the specific 
aspirations of the policy (Lang et al., 2012).  
 
Some have proposed that these problems related to poor health system governance in 
China are strongly influenced by the lack of integration between public management 
and democratic administration (Hao, 2008). One of the contributors adopting this 
approach has argued that in order to improve policy implementation, there is a need to 
“go beyond the traditional reliance on the compliance model to understand central-
local interactions and the abundant implementation gaps in a context of central-local 
co-agency” (Li, 2010). The compliance model in China is characterised by an 
assumption that once policy has been made, it will necessarily be implemented by 
those lower down the policy “food chain” – that is, those responsible for policy 
administration. The traditional compliance model is a top-down approach to 
governance that broaches little or no connection or consultation with administrative 
workers, especially those in regional and rural areas.  
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In process and organisation, the new RCMS clearly follows this traditional model in 
its hierarchical structure and top-down management by municipal administrative 
units. There is little opportunity for outside influence by, for example, hospital 
managers, social organisations or Non-Government Organisations (NGOs) (Bork et 
al., 2011). County public health administrators  are responsible for the co-ordination 
and allocation of local resources for the implementation of the new RCMS at the grass 
roots (Wei and Zhang, 2008). Within the current complicated new RCMS 
administrative structure, there is no efficient democratic platform for rural township 
and village officials. Though in recent years Chinese government web sites have 
provided an e-participation framework for citizen political involvement, this has not 
led to the kind of improved administrative efficiency reported for their American 
counterparts (Jiang and Xu, 2009).  
 
The present study shows that township and village officials still passively obey the 
instructions of upper level officials who control resource allocation. The lower level 
officials, with their heavy workload, low educational backgrounds and crude working 
conditions, cannot effectively perform the work of the new RCMS. According to Cao 
(2010, p. 388), the core of social administration is “to break ‘the National Power’ 
which is the only administrative force and the only centre of power in China”. 
 
Health system governance in China is intensely centralised in terms of decision-
making and resourcing. There is little interaction between central policy-making 
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processes of the government and local conditions and requirements. Further, there are 
no separate public sector mechanisms for implementing, supervising, monitoring and 
evaluating policy as there are in liberal democracies such as those that prevail in most 
OECD countries. While China is experiencing the development of organisations 
outside the state (NGOs) that indicate the emergence of civil society and avenues for 
community participation, these remain embryonic.  
 
Limitations of the study 
 
A number of practical difficulties limited the scope of the project.  Chief among these 
was the nature of the environment itself.  The study site is remote and mountainous, 
lacks an effective transport system, and experiences extremes of weather conditions.  
Coupled with limitations of time and funding, this meant that my data collection had 
to be completed in three months.   
 
I was also limited by my inability to speak the Miao language or the local Mandarin 
dialect.  Speaking only standard Mandarin and English, I had to rely on local people 
to act as interpreters for most of my interactions with the older participants and some 
of the health workers and village level officials. Although I did my best to avoid 
misunderstandings by repeating questions and summarising responses at the time, I 
cannot be certain that all translations are completely accurate.  
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Conclusion and recommendations 
 
This study has provided previously unavailable information about a neglected topic in 
the international research literature on health and healthcare among rural ethnic 
minorities. Through in-depth investigation, it has significantly advanced 
understanding of the social structures and processes that limit the effective 
participation of older Miao people in the Chinese government’s flagship rural 
healthcare delivery program – the new RCMS. Beyond this, it has important 
implications for theoretical development and research in this field of inquiry, as well 
as for ameliorating practical action. 
 
China’s approach to health policy development is based on a combination of theory 
and practice. The government is well aware of the interaction between socio-
economic development, health and health policy.  Perhaps contrary to some Western 
perceptions, the Chinese government welcomes international ideas and reform models 
into its health planning and decision-making processes.  
 
The present study illustrates the value of drawing on multiple theoretical perspectives, 
largely developed in western countries, in any analysis of health policy development 
in China. Sociological perspectives on equity, rurality and ethnicity have been shown 
to be particularly significant in explaining the patterns that emerged from my data.  
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Also central are the ideas around participation in public and community health.  My 
findings highlight the importance of research approaches that prioritise the 
perspectives of constituents themselves to our understanding of health policy’s impact 
“on the ground”.   
 
The study provides a model for future research into the health needs of ethnic 
minority groups in China and, in particular, for evaluation studies of health 
interventions such as the introduction of the new RCMS. Previous research on this 
topic (Yang, C., 2009; Zuo, 2006; The New RCMS Research Group, 2006; Liao and 
Jia, 2006; Liang and Zhou, 2006; Gao et al., 2005; Tang et al., 2004; Hu et al., 2004) 
has identified various issues associated with the Scheme’s implementation but fails to 
provide in-depth analysis of the complex interactions between social, cultural, 
political, economic and environmental factors that produce specific desired – or 
undesired – outcomes.  
 
One clear implication of my findings is the need for further research into the 
specificities of health service delivery in different ethnic groups across rural China. 
Such studies should be informed by a conceptual framework that incorporates 
sociological understandings of equity, rurality and ethnicity and should pay particular 
attention to the issue of communication between the various stakeholders.  
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My findings further suggest several specific recommendations for ways in which the 
new RCMS can be adjusted to better serve its older Miao constituents. One vital 
consideration is the need to address deficiencies in funding and infrastructure that 
have resulted in poor quality facilities and under-qualified practitioners. As well, a 
systematic and adequately resourced strategy for ongoing evaluation of initiatives 
such as the new RCMS should be put in place, together with a more effective process 
for monitoring and controlling the use of medications.  
 
Secondly, there is urgent need for improved communication between the older people, 
their families, healthcare providers and public officials involved in the new RCMS. 
Providing information about the Scheme in readily accessible media and, most 
importantly, in the Miao language, is an obvious first step.   
 
Thirdly, an important adjustment in the Scheme’s operation could address the 
problems created by out-migration of rural workers to seek employment. Currently, 
such workers have only limited coverage under the new RCMS when they are away 
from home. Recognising this difficulty, the Xinyang area of Hunan Province recently 
sought to appoint Feng Tai Zhang Feng Hospital in Beijing as a new RCMS hospital. 
In this way, the province’s rural residents who work in Beijing would be able to 
obtain medical services there and be reimbursed from the Xinyang account of the new 
RCMS. Such a strategy is one example of how the new RCMS could adapt to the 
specific needs of rural communities (Nie, 2009). In 2011, the Ministry of Health 
reported that only 4 per cent of those rural workers who undertake long-term 
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employment in urban areas participate in either the Basic Medical Insurance for 
Urban Employees (BMIUE) or Basic Medical Insurance for Urban Residents 
(BMIUR) schemes (Ministry of Health, 2011). 
 
A fourth recommendation arises from the present lack of integration between the new 
RCMS and Medicaid.  As previously explained, Medicaid is a national social security 
system providing vital help in meeting healthcare costs for low-income Chinese. 
While most, especially the poorest and most marginalised rural people, have a strong 
desire to become members of the new RCMS, they cannot afford to do so without 
assistance from Medicaid. Quite apart from the fees involved, which many cannot 
afford, some medical costs must also be paid before any reimbursement is received. 
The new RCMS and Medicaid are both necessary if the level of healthcare security 
for poor rural Chinese is to be improved.  Beneficial outcomes of better integration 
would include alleviation of Chinese poverty, decrease in the amount of poverty that 
results from illness, and enhanced social equity in the delivery of medical services.  
 
One way of doing this would be to establish a new RCMS supervisory department in 
county government, which would include the Departments of Public Health, Finance, 
Agriculture, Civil Administration, and Audits as well as representatives of the rural 
constituents themselves. Under this department, new RCMS supervisory committees 
should be established in each township to take charge of the implementation of the 
Scheme and to audit all aspects of funding (Chen and Hua, 2009; Xue, 2009). The 
government should carry all the associated costs.  
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A fifth recommendation is that the Central Government should enshrine the new 
RCMS in legislation as soon as possible. Up until now, the Scheme has been 
administered under so-called ‘soft laws’ which leave it open to misappropriation of 
funds and other fraudulent activities. The legislation should contain clear and 
consistent rules and regulations addressing a wide range of issues in the Scheme’s 
administrative procedures, including its supervisory and financial systems, 
documentation (especially, for example, in relation to medicines) and procedures for 
dealing with illegal activities.   
 
Finally, there is a need to remove financial barriers that currently prevent the poorest 
rural elderly from accessing appropriate healthcare.  Specific examples of such 
barriers emerged from my data, notably:  the 10 CNY participant fee for agricultural 
workers under the new RCMS; differential reimbursement for treatment of the same 
condition in different kinds of facilities; the “gate fee” for hospital access; and the 
inadequate level of reimbursement for patients in very remote areas 
 
In conclusion, I would like to extend my deepest appreciation to the study participants 
who gave so generously of their time and hospitality in the undertaking of this project. 
The older Miao people, in particular, may be poor in terms of wealth, health and 
education, but they are rich in humanity - honest, kind and tolerant. They deserve to 
have access to the best health care service and it is the responsibility of researchers as 
much as policy makers to contribute to this goal.  
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EPILOGUE 
 
My research started in July 2006 and my research data were collected in February 2008. In 
May 2010, after two years, Professor Yuan, chairman of the European Union’s program on 
alleviation of poverty for the ethnic minorities in “Dingdang” Province, People’s Republic of 
China, visited “Diandian” Miao township. I have obtained some new information via 
personal communication (Yuan, pers. com. 2010) about the changes in the township since 
2008. 
 
Transport conditions have been greatly improved. The local government has constructed new 
county roads to all townships and is planning to build new roads leading to each village and 
villager’s house. 
 
A new Rural Cooperative Medical Scheme (RCMS) designated public village clinic has been 
established in “Baobei” village. It has new furniture and the village doctor was organising 
new medicines on the shelves of the pharmacy room in the clinic when Professor Yuan 
visited.  
 
There are also some changes in the “Diandian” medical centre. The government will pay 60 
per cent of the salary of the health professionals who work in the centre and they will earn the 
rest. This is the same as in cities. The reimbursement rate for inpatients in the township 
medical centre has been increased. Now the new RCMS can cover 70 per cent of the 
inpatient’s medical cost in the centre and the patients will pay the rest. In addition, the new 
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RCMS will pay another 15 per cent if the patients are on the local government’s list of the 
poorest peasants.  
 
More local peasants come to the township medical centre for medical consultations and 
treatment than previously. The membership fee is 20 CNY per peasant and the government 
contributes 30 CNY for each participant. Therefore, each peasant has 50 CNY each year in 
the new RCMS and this is recorded in their new RCMS ID booklet. They can use this credit 
while they are outpatients. In 2010, a new rule for outpatients in township medical centre was 
introduced. For example, if the cost was 100 CNY, the medical centre would take 40 CNY 
offtheir RCMS ID booklet, and the new RCMS would cover the rest. Professor Yuan met an 
old man who was having an infusion in the outpatient room. Professor Yuan asked the old 
man: “How is it going to see a doctor?” The old man smiled and answered: “It is very good 
now!” 
 
The government has also established some standards for medical equipment in the township 
medical centre, which now has a new electrocardiogram monitor and B ultrasonic machine. 
Unfortunately, nobody knows how to use these machines. The situation regarding local health 
professionals remains relatively unchanged; there is urgent need for improvement in both 
their number and treatment skills.  
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APPENDIX A 
DEMOGRAPHIC QUESTIONS FOR OLDER 
MIAO PEOPLE 
 
English 
1. What is your age, please?  
2. Gender? (Male/Female) 
3. What is your ethnicity? 
4. What is your marital status? (Never Married, Married, Widowed, Divorced, 
Separated but not divorced, other) 
5. Have you ever been to school? What is the highest level of education you have 
completed?  
6. Do you have any religious beliefs? 
7. What is your occupation?  
8. How about your annual income? 
9. Do you have any children? Do they live with you?  
10. Do you have any grandchildren? Do they live with you?  
11. How many meals do you have every day? Do you have enough food to eat? What 
do you usually eat?  
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12. Do you have enough clean drinking water?  
13. Do you have enough clothes? 
14. Do you rate your health status as excellent, good, fair or poor?  
15. Do you sleep well? 
16. Have you ever visited a doctor? 
17. Please tell me 3 things which you need most in your life? 
 
Mandarin 
针对苗族老人的人口统计学问题： 
1. 请问你多大年纪？ 
2. 性别？（男/女） 
3. 请问你所属民族？ 
4. 你的婚姻状态如何？（未婚、已婚、丧偶、离婚、分居、其它） 
5. 你上过学吗？你完成的最高学历是什么？ 
6. 你有何种宗教信仰？ 
7. 你所从事的职业是什么？（务农、放牧、带孙子…..） 
8. 是否可以告诉我你的年收入大概是多少？ 
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9. 你有孩子吗？他们和你住一块儿吗？ 
10. 你有孙子、孙女吗？他们和你住一块儿吗？ 
11. 你一天吃几餐？你的粮食够吃吗？你常吃些什么？ 
12. 你有足够多的干净饮用水吗？ 
13. 你有足够多的换洗衣服吗？或，你的衣服够穿吗？ 
14. 请你自己评估一下你的身体状况：相当好、好、一般、不好。 
15. 你的睡眠好吗？ 
16. 你曾到医生那里看过病吗？ 
17. 请问在你生活中最需求的三件事什么？ 
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APPENDIX B 
INTERVIEW TOPICS FOR OLDER MIAO PEOPLE 
      English 
1. Please tell me if you have had any contact with the new RCMS, and what that 
contact has involved.  
2. Did you find the service helpful? Were there any major problems in your 
experience? 
3. Can you tell me about your experience of the previous scheme?  
4. Have you ever been asked to provide any information about the kinds of things 
you would like the new RCMS to provide for you?  
5. Would you like to have a say in the future development of the RCMS and of how 
it could be improved to meet your needs?  
6. In what ways do you think it could be improved? 
 
Mandarin 
针对苗族老人的采访话题 
1. 请你告诉我你使用了新农合吗？新农合的使用都涉及到些什么内容。 
2. 你发现加入新农合对你有用吗？在你使用新农合的实践过程中，出现了哪些
主要问题？ 
3. 你能跟我讲讲你以前参加过的（旧）农合经历吗？ 
4. 曾经是否有人征求过你的意见，让你提供一些有关你所希望的新农合的信息，
以及你希望新农合如何做才是你所盼望的？ 
5. 对于将来新农合的进一步推进你能谈点你的想法吗？新农合如何改近才能满
足你的需求？ 
6.你认为新农合如何才能改近？
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APPENDIX C 
DEMOGRAPHIC QUESTIONS FOR HEALTH 
PROFESSIONALS 
 
English 
1. What is your age, please?  
2. Gender? (Male/Female) 
3. What is your ethnicity? 
4. What is your marital status? (Never Married, Married, Widowed, Divorced, 
Separated but not divorced, other) 
5. What is the highest level of education you have completed?  
6. Do you have any religious beliefs? 
7. What is your title? 
8. What does your work entail? (Patient education, nursing, medicine distribution, 
dealing with patients in wards, medical trials, dealing with outpatients, other) 
9. How long have you worked here? 
10. Have you had any opportunities for training? If yes, how many times and how 
long was each course? 
11. How about your annual income? 
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12. Please tell me 3 things which you need most in your life and work. 
Mandarin 
针对从事卫生职业人员的人口统计学问题： 
1. 请问你多大年纪？ 
2. 性别？（男/女） 
3. 请问你所属民族？ 
4. 你的婚姻状态如何？（未婚、已婚、丧偶、离婚、分居、其它） 
5.你完成的最高学历是什么？ 
6. 你有何种宗教信仰？ 
7. 你的职称是什么？ 
8.你所从事的工作是什么？（卫生宣传、护理、药房发药、病房诊治、化验检
验、门诊诊治等等） 
9. 你在这里工作多少年了？ 
10. 你是否得到过培训机会？如果有，多少次，每次多久？ 
11. 是否可以告诉我你的年收入大概是多少？ 
12. 请问在你生活及工作中最需求的三件事是什么？
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APPENDIX D 
INTERVIEW TOPICS FOR LOCAL HEALTH 
PROFESSIONALS AND MANAGERS 
English 
1. How long have you been involved in providing health services to the older Miao 
people? What have these involved? 
 
2. Have you experienced any difficulties in this?  
 
3. Does the new RCMS overcome these difficulties or could it be improved? If the 
latter, how? 
 
4. What role might the Miao people play in the future development of the RCMS?  
 
5. Do you think there is a role for local health professionals in developing the RCMS 
so that it addresses the needs of older Miao people? 
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Mandarin 
 
针对当地卫生人员及院长的采访话题 
 
 
1.你曾经是否涉及了为苗族老人提供卫生服务？这些卫生服务都涉及些什么内
容？ 
2. 在提供卫生服务的过程中，你都经历过些什么困难？ 
3. 新农合是否克服了这些困难，新农合是否可以进一步改近，如何改近？ 
4. 苗族老人在将来的新农合推进过程中或许会起到什么作用？ 
5.你认为当地卫生人员在促进新农合满足苗族老人需求过程中会有作用吗？
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APPENDIX E 
DEMOGRAPHIC QUESTIONS FOR LOCAL 
PUBLIC OFFICIALS 
 
English 
1. What is your age, please?  
2. Gender? (Male/Female) 
3. What is your ethnicity? 
4. What is your marital status? (Never Married, Married, Widowed, Divorced, 
Separated but not divorced, other) 
5. What is the highest level of education you have completed?  
6. Do you have any religious beliefs? 
7. What is your title? 
8. What do you do? (Administration, financial administration, patient education, 
other) 
9. How long have you worked here? 
10. How about your annual income? 
11. Please tell me 3 things which you need most in your life and work? 
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Mandarin 
 
针对当地官员的人口统计学问题： 
1. 请问你多大年纪？ 
2. 性别？（男/女） 
3. 请问你所属民族？ 
4. 你的婚姻状态如何？（未婚、已婚、丧偶、离婚、分居、其它） 
5.你完成的最高学历是什么？ 
6. 你有何种宗教信仰？ 
7. 你的职称是什么？ 
8. 你所从事的工作是什么？（行政管理、财务管理、卫生宣传……） 
9. 你在这里工作多少年了？ 
10. 是否可以告诉我你的年收入大概是多少？ 
11. 请问在你生活及工作中最需求的三件事是什么？ 
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APPENDIX F 
INTERVIEW TOPICS FOR LOCAL PUBLIC 
OFFICIALS 
      English 
1. How is everything going with the new RCMS among the older Miao people? 
What difficulties have you encountered in conducting the new RCMS?  
2. How do you think the new RCMS compares with the previous scheme?  
3. How can the new RCMS be improved to meet the needs and demands of the local 
situation?  
4. What role might the older Miao people play in the future development of the 
RCMS?  
 
Mandarin 
 
针对当地官员的采访话题 
 
1.新农合在苗族老人中间开展得如何？在贯彻执行新农合中你遇到些什么困 
难？ 
2. 与以前的农合比较起来，对新农合你有什么看法？ 
3. 新农合如何改进才能满足当地的需求和实际情况？ 
4. 苗族老人在将来的新农合推进过程中或许会起到些什么作用？ 
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APPENDIX G 
FOCUS GROUP DISCUSSION TOPICS FOR LOCAL 
HEALTH PROFESSIONALS AND MANAGERS 
English 
1. How are you involved in providing healthcare services to the older Miao people?  
 
2. Have you experienced any difficulties in this?  
 
3. Does the new RCMS overcome these difficulties or could it be improved? If the latter, 
how? 
 
4. What role might the Miao people play in the future development of the RCMS?  
 
5. Do you think there is a role for local health professionals in developing the RCMS so 
that it addresses the needs of older Miao people? 
 
Mandarin 
针对当地卫生人员及医院院长的小组讨论话题 
 
1. 你们是如何为苗族老人提供相关的卫生服务的？ 
2. 在提供卫生服务的过程中，你们都经历过些什么困难？ 
3. 新农合是否克服了这些困难，新农合是否可以进一步改近，如何改近？ 
4. 苗族老人在将来的新农合推进过程中或许会起到什么作用？ 
5. 你们认为当地卫生人员在促进新农合满足苗族老人需求过程中会有作用吗？ 
Appendix H  Page255 
 
Older Miao People and Rural Health Policy in China                                                                                                                                           
Lin Yuan, University of Sydney, 2012 
 
 
APPENDIX H 
FOCUS GROUP DISCUSSION TOPICS FOR LOCAL 
PUBLIC OFFICIALS 
English 
1. How is everything going with the new RCMS in your area? What achievements and 
difficulties have you encountered in conducting the new RCMS?  
 
2. How do you think the new RCMS compares with the previous scheme?  
 
3. How can the new RCMS be improved to meet the needs and demands of the local 
situation?  
 
4. What role might the rural older people play in the future development of the RCMS?  
 
Mandarin 
针对公共官员的小组讨论话题 
 
1.   你们所在地区的新型农村合作医疗运行得如何?在执行新型号农村合作医疗的过
程中取得了哪些进展,遇到了哪些困难? 
2.   与以前的农合比较起来，对新农合你有什么看法?  
3.    新农合如何改进才能满足当地的需求和实际情况？ 
4.    农村老人在将来的新农合推进过程中或许会起到些什么作用?
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APPENDIX  I 
 
PARTICIPANT INFORMATION SHEET 
 
(ENGLISH, MANDARIN AND MIAO LANGUAGE VERSIONS) 
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 School of Behavioural & 
Community Health Sciences 
 
 ABN 15 211 513 464  
 
 
 Dr Toni Schofield 
Senior Lecturer 
Faculty of Health Sciences 
Cumberland Campus C42 
East Street (PO Box 170) 
Lidcombe NSW 1825 
Telephone:  +61 2 9351 9577 
Facsimile:    +61 2 9351 9540 
Email:  
T.Schofield@fhs.usyd.edu.au 
 
PARTICIPANT INFORMATION SHEET 
 
                                       Older Miao People and rural health policy in China 
 
(1) What is the study about? 
 
           This study examines the participation of older Miao people in the implementation of the New Rural 
Cooperative Medical Scheme (RCMS). 
 
(2) Who is carrying out the study? 
 
The study is being conducted by Lin Yuan, PhD student and will form the basis for the degree of PhD 
at The University of Sydney under the supervisions of Dr Toni Schofield, senior lecturer, Dr. Ian 
Hughes, senior lecturer and Dr Andrew J. Campbell, lecturer of the Faculty of Health Sciences. 
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(3) What does the study involve? 
 
The study asks you to express your experiences of and ideas about your participation in the RCMS, and 
how you think your health needs have been met by doing so. There will be focus groups and one-on-
one interviews through which you can say what you think. 
(4) How much time will the study take? 
 
This study will only require one to two hours of your time to participate in interviews and / or focus-
group discussions. However, if you are invited to take part in focus-group discussion, you need to plan 
nearly half a day to reach the researchers and at the same time you will be given money 5RMB to help 
buy lunch.  
 
(5) Can I withdraw from the study? 
 
Being in this study is completely voluntary - you are not under any obligation to consent and participate.  
(6) Will anyone else know the results? 
 
All aspects of the study, including results, will be strictly confidential and only the researchers will 
have access to information on participants except as required by law. A report of the study may be 
submitted for publication, but individual participants will not be identifiable in such a report. 
 
(7) Will the study benefit me? 
 
This study should provide you with an opportunity to express your experiences and observations about 
the new RCMS. The outcomes of this may result in more quality resources allocated to health policy 
and health services. It is hoped that through this study your voice will be heard and will help shape new 
health policy. 
 
(8) Can I tell other people about the study? 
 
Appendix I  Page259 
 
 
Older Miao People and Rural Health Policy in China                                                                                                                                           
Lin Yuan, University of Sydney, 2012 
 
Feel free to discuss this research but please have respect for any personal information that others may 
disclose. 
 
(9) What if I require further information? 
 
When you have read this information, Lin Yuan will discuss it with you further and answer any 
questions you may have.  If you would like to know more at any stage, please feel free to contact Lin 
Yuan, Ph.D student, Faculty of Health Sciences, University of Sydney on  (02) 9351 9557 (Telephone); 
(02) 9351 9540 (Facsimile); lyua8104@usyd.edu.au or Dr. Toni Schofield, senior lecturer, Faculty of 
Health Sciences, University of Sydney on  (02) 9351 9577 (Telephone);(02) 9351 9540 (Facsimile); 
T.Schofield@usyd.edu.au; or Dr. Ian Hughes, senior lecturer, Faculty of Health Sciences, University 
of Sydney on  (02) 9351 9582 (Telephone); (02) 9351 9540 (Facsimile); I.Hughes@usyd.edu.au or Dr 
Andrew J. Campbel, lecturer, Faculty of Health Sciences, University of Sydney on   (02) 9351 9762 
(Telephone); (02) 9351 9540 (Facsimile); a.campbell@usyd.edu.au. 
 
(10) What if I have a complaint or concerns? 
 
Any person with concerns or complaints about the conduct of a research study can contact the Senior 
Ethics Officer, Ethics Administration, University of Sydney on (02) 9351 4811 (Telephone); (02) 9351 
6706 (Facsimile) or gbriody@mail.usyd.edu.au (Email). 
 
THIS INFORMATION SHEET IS FOR YOU TO KEEP 
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悉 尼 大 学
 
 
 
 
行为与社区健康系 
 
 
 ABN 15 211 513 464  
 
 
 托尼. 斯科菲得博士 
高级讲师 
健康学院 
坎贝兰蒂校园 C42号 
东街 (170号信箱) 
尼康门，新南威尔士州 1825 
电话:  +61 2 9351 9577 
传真:    +61 2 9351 9540 
电 子 邮 件 :  
T.Schofield@fhs.usyd.edu.au 
 
参与信息单 
 
苗族老人与中国的农村卫生政策 
 
(1) 这项研究的目的是什么？ 
 
这项研究是考察苗族老人在新型农村合作医疗试行草案执行过程中的参与情况。 
 
(2) 谁将执行这项研究？ 
 
该研究由博士生袁琳执行，在悉尼大学高级讲师托尼. 斯科菲得博士，伊恩.库斯博士，及讲师
安珠.杰.坎贝尔的指导下，构建博士学位基础。 
 
(3) 这项研究会让你做些什么？ 
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这项研究想要你表达你在新型农村合作医疗试行草案参与过程中的经验及看法，以及你认为通
过新型农村合作医疗试行草案的试行，你的健康需求是如何被满足的。你可以通过小组讨论、
一对一面谈形式，说出你的想法。 
(4) 这项研究会花你多长时间？ 
 
这项研究只会占用你 1 至 2 小时参与面谈或小组讨论。但是，如果邀请你参加小组讨论，你将
要计划大约半天时间走到研究人员指定地点，同时，你会得到 5元人民币用于购买午餐。 
 
(5) 你能中途退出吗？ 
 
参与该研究完全是志愿——你没有义务同意并参与。 
(6) 你有权知晓研究结果吗？ 
 
该研究的所有内容，包括结论，都将被严格保密，只有研究人员才能获取参与信息，除非法律
要求。研究报告克送交出版，但参与者的个人信息不会在报告中出现。 
 
(7) 这项研究对你有什么好处？ 
 
该研究可以向你提供机会表达你有关新型农村合作医疗试行草案的经历及观点。研究成果可以
产生高质量的信息资源用于卫生政策的制定及健康服务。希望通过该研究你的声音将被听到，
并将形成新的卫生政策。 
 
(8) 你可以告诉其他人有关这项研究吗？ 
 
可以自由谈论该研究，但是，请尊重任何私人信息不被揭露。 
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(9) 如果你需要进一步的信息怎么联系？ 
 
当你阅读该信息，袁琳将与你作进一步的讨论并回答你所有的疑问。如果你愿意了解更多任何
层次的信息，请随意与悉尼大学健康学院博士生袁琳联系，电话 (02) 9351 9557; 传真(02) 9351 
9540;电子邮件 lyua8104@usyd.edu.au;或与悉尼大学健康学院高级讲师托尼. 斯科菲得博士联系，
电话(02) 9351 9577 ; 传真(02) 9351 9540; 电子邮件 T.Schofield@usyd.edu.au; 或与悉尼大学健康
学院高级讲师伊恩 .库斯博士联系，电话 (02) 9351 9582; 传真 (02) 9351 9540; 电子邮件
I.Hughes@usyd.edu.au ;或与悉尼大学健康学院讲师安珠.杰.坎贝尔联系，电话  (02) 9351 9762; 
传真(02) 9351 9540 ; 电子邮件 a.campbell@usyd.edu.au. 
 
(10) 如果你需要抱怨或关心这项研究怎么联系？ 
 
 
任何人关心或抱怨有关研究的执行可以与悉尼大学伦理行政管理办公室高级伦理官员联系，电话(02) 
9351 4811 ; 
传真(02) 9351 6706  或电子邮件 gbriody@mail.usyd.edu.au  
 
这张信息单由你保存 
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Xif Nix Duak Xuek 
ABN 15 211 513 464 
_______________________________________________________________________________________ 
 
Jianf kangb nob nqox 
Kan bief lanx nob wangl C42 
                                     Lix kangb mengx, Singb nan wiet erd sif nob hlangl 1825 
Dianf huaf: + 612 9351 9577 
Chuanx zhengb: + 612 9351 9540 
Youx jianf: T.schofield@fhs.usyd.edu.au 
 
Rangx nhof nad neb bles mongt 
 
Yix gid duax nchol uat rongt bloub dlouk ndex 
Hmong zox get maob loul khangk hod nchel 
 
<1> Wef nab zhit yak yanx jiuf rangx ghongf hnof nab? 
 
Yanx jiuf rangx ghongf hnof nab, yaos wief bib Hmongb, yuad nuaf ib nuaf, toul ib toul Hmong deb qeut dex 
nenb louf nab muax haod ndout nkang hmongx guof jiab lob “ hof zof yeb liaox” nuaf muab, ib zox gib chab. 
 
<2> kel tox tel duax uat rangx yanx jiuf nad? 
 
Yaos “ Yuanx linx ” bof shif uat, muax  “ Aof Duaf Nix Yuaf ” xif lif duaf xuef bib ntol nianf khat ndet 
nzhux nchengx khat, njot khat ndet xiaol” Sit Ket Fef, Kuf Sit, Kand Bief Erd”. 
 
<3> Lof yanx jiuf nad yad gaox nchol uat xib nal zhit? 
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Lof yanx jiuf nad, yuab hnongl mix job nenb louf jid lot hlox, zhongb Giuf lob “ hof zof  yeb liaox” poul rol 
kot muab rongt zhit rongt, rongb dout khuaf tel? Muax xit nax zhit nuaf fuaf? Lob zheng cef nad hot hlaox 
duax col, gaox muax maob hlal houd kox uat niangd cif hlil rongt nek? Gaox nchol god uat rongt hak hlox 
hlongl, gaox nchol bid uat rongt hak hlox nyuaf. 
 
<4> Rangx ghongf hnof nab yuad zhanf gaox ndouk chax shix jianb? 
 
Gaox nchol god hak, gaox nchol bid daf qix bad, yab gaox bib gangb bangx yingb leb shix jianb.Dangf shif 
(had  gas),   rux god cend gaox duax canb jiab  bib ib zhous taod lunf,   gaox yad jif huaf ib ndengt hnob 
lek shix jianb hmongx zos lob deb qeut taod lunf (bib khat gao hmong) , gaox canb juab duax ndos taod 
lunf,  ib hnob muax zhib yuanx(diaif) leb shuot zax. 
 
 
<5> Gaox nchol god bad half ib nzhangb, xiaot xiaos yak xiangd chod ghangb? 
 
Uat rangx nad yab hngong gaox shab, zhit nzhux nchengx gaox duax tab. 
 
<6>Gao muax quanx boub jief gob zhit? 
 
Yanx jiuf cox nchangx ghangb daf dax leb ghangb hout jief gob, bib yad kaik nyank nchox lox nchox jingd 
tob, zhit muax tox tel boub. Jiet yanx jiuf rangx ghangf hnof nab neb khat ndet net qual ndout lox nyuaf. 
Nchangx ghangb yak ndaif ndad baof gaof, mix nchox bix zuak guak hlox net nenb, bix zhit haf mix gef renx 
ndex nghangb dout nzhuab ndad baof gaof. 
 
 
 
<7> Lox yanx jiuf nad nduif gaox muat muax rongt chuk? 
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Muat rongt chuk nboub gaox haikdaik gaox neb muak fak, haik gaox uat nyangd nchol uat “ hof zof yit liaox 
zox ged nchaib nat neb. Yanx jiuf dout neb ghangb hout ndox nyuak faf, nchangx ghangs sangt njiet daok pe, 
dex hout nuaf, njiet pel shuab dex hout hnongl dout gaox neb shuab ghuax ghuk, nchangb ghangb neb uat 
ndaik gengk rongt zhengf cet. 
 
<8> Gaox xiangt xiangd nbuab bib nob nyof nad nchol hlual haik? 
 
Gao nchol cuat nengx cuat blual bib uat zhit uab nyangb haik lal rongt, nzhit nengx haik hlual pok nzhit toux 
nengx neb hlox. 
 
<9> Gaox muax nal zhib hlox nchangx ghang yuak haik bob bib hlongf? 
 
Bib neb mongt deb qeut, kaik gaox njob rongb. “ Yuan linx” bof shif neb dianf huaf: (02)9351 9557; chuanx 
zhengb: (02)9351 9540; youx jianf: lyua8104@usyd.edu.au; nianf khat ndet “Sit ket Fef” neb dianf huaf: 
(02) 9351 9577; chuanx zhengb: (02)9351 9540; youx jianf: I.Hughes@usyd.edu.au; kand Bief En neb dianf 
huaf: (02) 9351 9762; chuanx zhengb: (02)9351 9540; youx jianf: a.campbell@usyd.edu.au 
 
<10>Gao muax hlox, muax zhib rongb rongb hlongl neb hlox yuak nchox bib uat nyangd uat? 
 
Zhib ndoul ntel, muat shab nchox bib hak, bib daf neb mongt deb nyiaob ghuak nad, mix njok rongb. Dianf 
huaf: (02)9351 4811; Chuanx zhengb: (02)9351 6706; youx jianf: gbriody@mail.usyd.edu.au 
 
 
 
 
Ghaf ndad nad gaox njiaox rongk 
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APPENDIX J 
 
PARTICIPANT CONSENT FORM 
 
(ENGLISH, MANDARIN AND MIAO LANGUAGE VERSIONS) 
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School of Behavioural&Community 
Health Sciences 
 
 ABN 15 211 513 464  
 
 
 Dr Toni Schofield 
Senior Lecturer 
Faculty of Health Sciences 
Cumberland Campus C42 
East Street (PO Box 170) 
Lidcombe NSW 1825 
Telephone:  +61 2 9351 9577 
Facsimile:    +61 2 9351 9540 
Email:  T.Schofield@fhs.usyd.edu.au 
 
                                         PARTICIPANT CONSENT FORM 
I, ................................................……............................... , give consent to my participation in 
the research project 
OLDER MIAO PEOPLE AND RURAL HEALTH POLICY IN CHINA 
In giving my consent I acknowledge that: 
1. The procedures required for the project and the time involved have been explained 
to me, and any questions I have about the project have been answered to my 
satisfaction. 
2. I have read the Participant Information Sheet and have been given the opportunity 
to discuss the information and my involvement in the project with the 
researcher/s. 
3. I understand that I can withdraw from the study at any time, without affecting my 
relationship with the researcher(s) now or in the future. 
4. I understand that my involvement is strictly confidential and while audio and/or 
written records may be kept no information about me will be used in any way that 
reveals my identity. 
Signed: ................................................................................................................................   
Name: .................................................................................................................................   
Date: ...................................................................................................................................  
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悉 尼 大 学
 
 
 
 
行为与社区健康系 
 
 
 ABN 15 211 513 464  
 
 
 托尼. 斯科菲得博士 
高级讲师 
健康学院 
坎贝兰蒂校园 C42号 
东街 (170号信箱) 
尼康门，新南威尔士州 1825 
电话:  +61 2 9351 9577 
传真:    +61 2 9351 9540 
电 子 邮 件 :  
T.Schofield@fhs.usyd.edu.au 
 
                                                    参与者同意表 
我，                                                         ，同意参加这个研究项目。 
                                                  苗族老人与中国的农村卫生政策 
我同意参加该项目，因为： 
 
1.已向我交代了这个项目要求的程序和涉及的时间，并对我的有关问题给预了满
意答。 
2.我已经阅读“参与信息”，并给我机会与研究人员一起讨论项目所涉及的信息。 
3.我知道我能在任何时候退出这项研究，不影响我与研究者现在或将来的关系。 
4.我知道我的介入会被严格保密，用于录音或书面记录的信息不会揭露我的身。 
签字: ...................................................................................................................................  
姓名: ...................................................................................................................................   
日期: ...................................................................................................................................  
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Xif Nix Duak Xuek 
ABN 15 211 513 464 
_______________________________________________________________________________________ 
Jianf kangb nob nqox 
Kan bief lanx nob wangl C42 
                                     Lix kangb mengx, Singb nan wiet erd sif nob hlangl 1825 
Dianf huaf: + 612 9351 9577 
Chuanx zhengb: + 612 9351 9540 
Youx jianf: T.schofield@fhs.usyd.edu.au 
 Nzhoux Gaox Hout Ntex 
God yiaos _____________________, god muat shab uat rangx nhof. 
Yix gid duax nchol uat rongt bloub dlouk ndex Hmongb nenb loul nad neb drongx geb wief shengb nad. 
God muat shab neb ged zox: 
1. Mix hak rangx nhof nad doux god nhongl, god yib boud ndex nghangb, boud nded not, god hnongl 
mix neb wengt tix, mix yib hak lox dlaik god shab. 
2. God yib guif dangx “Rangx nhof pliel mongt”, nchol mix yanx jiuf neb khat ndet hlix rangx nhof nab 
neb daof ndex daof nghangb, god boud tuax. 
3. God boud god touf ntex duax nab nzhangb nchod nzhaod nghangb, zhit sing shangb god nchox mix 
daof ndex daof nghangb neb blaix nplod. 
4. God boud god duax nob hlof nad, god haif neb hlof, god zuax neb dued, mixbangb god nqongx njied. 
 
Nend zif:________________________ 
Sod nbit:________________________ 
Hnob hnyof:_____________________ 
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